
This is a digital copy of a book that was preserved for generations on library shelves before it was carefully scanned by Google as part of a project 
to make the world's books discoverable online. 

It has survived long enough for the copyright to expire and the book to enter the public domain. A public domain book is one that was never subject 
to copyright or whose legal copyright term has expired. Whether a book is in the public domain may vary country to country. Public domain books 
are our gateways to the past, representing a wealth of history, culture and knowledge that's often difficult to discover. 

Marks, notations and other marginalia present in the original volume will appear in this file - a reminder of this book's long journey from the 
publisher to a library and finally to you. 

Usage guidelines 

Google is proud to partner with libraries to digitize public domain materials and make them widely accessible. Public domain books belong to the 
public and we are merely their custodians. Nevertheless, this work is expensive, so in order to keep providing this resource, we have taken steps to 
prevent abuse by commercial parties, including placing technical restrictions on automated querying. 

We also ask that you: 

+ Make non-commercial use of the files We designed Google Book Search for use by individuals, and we request that you use these files for 
personal, non-commercial purposes. 

+ Refrain from automated querying Do not send automated queries of any sort to Google's system: If you are conducting research on machine 
translation, optical character recognition or other areas where access to a large amount of text is helpful, please contact us. We encourage the 
use of public domain materials for these purposes and may be able to help. 

+ Maintain attribution The Google "watermark" you see on each file is essential for informing people about this project and helping them find 
additional materials through Google Book Search. Please do not remove it. 

+ Keep it legal Whatever your use, remember that you are responsible for ensuring that what you are doing is legal. Do not assume that just 
because we believe a book is in the public domain for users in the United States, that the work is also in the public domain for users in other 
countries. Whether a book is still in copyright varies from country to country, and we can't offer guidance on whether any specific use of 
any specific book is allowed. Please do not assume that a book's appearance in Google Book Search means it can be used in any manner 
anywhere in the world. Copyright infringement liability can be quite severe. 

About Google Book Search 

Google's mission is to organize the world's information and to make it universally accessible and useful. Google Book Search helps readers 
discover the world's books while helping authors and publishers reach new audiences. You can search through the full text of this book on the web 

at http : //books . google . com/| 



Digitized by 



Google 



Digitized by 



Google 



1 



/£././ 



, / 




Digitized by 



Google 



I t ; 







Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



Digitized by 



Google 



THE 

SURGERY OF THE RECTUM 

BY <3~ &£i&U^*^ 

CHARLES B. KELSEY, A.M., M.D. j9^~ 

Late Professor op Pelvic and Abdominal Surgery at the New York Poot- 
Gbaduate Hospital, and Professor ofTIectal Surgery at the Uni- 
versity of Vermont. Member of the New York Academy 
of Medicine ; of the New York County Medical 
Society ; Honorary Member of the 
Maine Medical Society, etc. 



SIXTH EDITION 



D*. E B. YOUNG, " 

434 nA^y ^orojch St., 

Cotton, Mass. 



ILLUSTRATED BY TWO HUNDRED AND FIFTEEN ENGRAVINGS 



NEW YORK 

WILLIAM WOOD AND COMPANF 

MDCCCCII 



Digitized by 



Google 



Ko.T.I 



COPYRIGHT, 1902, 
BY WILLIAM WOOD & COMPANY^ 




THE PUBLISHERS' PRINTING COMPANY 

82-84 LAFAYETTE PLACE 

NEW YORK 



Digitized by 



Google 



PREFACE. 

In the following pages the author has tried to pre- 
sent the Surgery of the Rectum as it appears to him 
after twenty-five years of practice. 

That it includes of necessity some surgery of other 
pelvic and abdominal organs will be evident. 

While the book is intended to contain all recent 
scientific advances as well as the writer's personal ex- 
perience ; the aim has been to leave out all matter not 
of practical value, to condense as far as possible, and 
to produce a concise work adapted to the wants of those 
who desire to treat intelligently all rectal affections, 
no matter what their complications may be. 

With this object the book has been entirely rewritten. 

Charles B. Kemey. 

18 East Twenty-Ninth Street, New York. 
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Surgery of the Rectum. 



CHAPTER I. 

EXAMINATION AND DIAGNOSIS. 



To one unaccustomed to the examination of patients suffering 
with disease of the rectum or pelvis, the diagnosis is surrounded by 
many imaginary difficulties. The same idea is well fixed in the 
minds of patients who, under the false impression that an examina- 
tion and diagnosis necessarily mean a painful use of instruments, 
will defer treatment until disease has made irreparable progress. The 
surprise of such patients when a diagnosis is made by mere sight of 
the anus, or at most by a painless digital examination of rectum or 
vagina, is only equalled by that of the young practitioner when he is 
told that only in exceptional cases is it necessary to use a speculum. 

The secret of successful diagnosis of these diseases consists in tak- 
ing nothing for granted. Every affection of the lower ten inches of 
the bowel and most of those of the other pelvic organs can be either 
seen or felt, if the practitioner will only take the necessary trouble to 
go about it in the proper way ; and a disease which can be felt or 
looked at is generally easy of diagnosis. The man who fails to detect 
the nature of a rectal trouble is generally the one who has either re- 
fused to employ the necessary and yet simple methods by which alone 
a diagnosis can be reached, or else has not sufficient skill and expe- 
rience to interpret the physical conditions found. 

I do not know that it is necessary to dilate upon this point any 
further, except to say that in women the whole pelvis should always 
be thoroughly interrogated. I could fill a large volume with the his- 
tories of cases of women suffering from some palpable disease of the 
uterus or annexa who have applied to me for supposed rectal disease 
because there were rectal symptoms. In fact, if there is any disease 
in any pelvic organ in the male or female which may not cause symp- 
toms referred to the rectum, I fail at the moment to recall it. In 
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2 SURGERY OF THE RECTUM. 

men the bladder and prostate may need careful examination. In 
women the pelvic organs can be most satisfactorily examined through 
the rectum. The man who is equal to this kind of work may fairly 
be considered a surgeon. To attempt to practise as a specialist in 
diseases of the rectum without the years of training implied by such 
work is to embark without compass, rudder, or chart. 

For a rectal examination alone in male or female, the left lateral 
position is the best, and the correct Sims' position is not necessary. 
Either natural or artificial light may be used. For many cases there 
is little choice between the two, but for illumination within the rectal 
pouch artificial light has the advantage, and electric light contained 
within the speculum or reflected from a forehead mirror will be the 
most satisfactory. 

A simple inspection of the anus and adjacent skin and mucous 
membrane is often sufficient for a diagnosis, though it should never 
be trusted to alone. External hemorrhoids, and internal ones when 
brought down by the use ; of the closet or enema, external fistulae, 
ulceration, skin diseases, many venereal affections, pin -worms, ab- 
scess, and fissure, may all be recognized in this way. A glance at the 
anus, too, may indicate to the practised eye the existence of serious 
disease within the rectum proper, for a discharge may flow from it 
which marks ulceration above, and it may be relaxed and patulous 
from overdistention or partial destruction of the sphincter. 

By using gentle force in pulling the anus open with the fingers, 
the mucous membrane may be everted to a considerable degree, espe- 
cially if the patient can be brought to assist by an effort at bearing 
down. In this way a fissure may almost always be brought into view 
without the use of a speculum of any sort, and a good view of the 
radiating folds and lacunae may be obtained. 

It may or may not be necessary to give an enema to any particular 
patient, but it should always be at hand if the diagnosis is not clear 
without it. There are three classes of cases in which it is indispens- 
able — those in which a protrusion is caused at stool which cannot be 
produced at will with the patient on the table ; those in which the 
rectum is so filled with faeces that no examination is of any value ; 
and those in which it is desirable to make a visual examination very 
high up or to pass the rectal sound. 

Suppose that the enema has been given, the patient is in position, 
and there is no protrusion, no opening of a fistula, no fissure just 
within the anus, and no capillary hemorrhoid. In fact, no disease is 
manifest. 

The next step is the digital examination of the rectum. With the 
patient on the left side, the right index finger should be used to 
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EXAMINATION AND DIAGNOSIS. 3 

examine the posterior wall, and the left the anterior wall, so that the 
whole rectum may be felt by the palmar surface of the finger. 

Unless an obstruction is encountered, the finger may be carried up 
the bowel its full length, and pressed as far as possible beyond this 
point. Additional distance may be gained by passing the three re- 
maining fingers backward along the intergluteal groove, instead of 
closing them in the palm as is generally done, and pressing the 
knuckles against the soft parte, for the knuckles prevent the full pas- 
sage of the index finger. 

In this way three and a half or four inches of the rectum may be 
carefully explored, together with the prostate, the neck of the blad- 
der, the uterus, the anterior surface of the coccyx and lower part of 
the sacrum, the ovaries, broad ligaments, and tubes, the vesiculse 
seminales, and vasa deferentia. In other words, all that part of the 
bowel which is most subject to disease, and the adjacent organs, are 
brought within reach. But after this is done the examiner may be no 
wiser than before, and to appreciate fully the condition of the rectum 
by the sense of touch alone requires a facility of exploration which 
most practitioners never attain. In the majority of cases a digital 
examination will be made to discover whether or not the patient is 
suffering from internal hemorrhoids; and in the majority of cases 
also the examiner will be no wiser on this point after than before, for 
a soft internal hemorrhoid is a difficult thing to detect by the finger 
alone, being readily mistaken for the natural mucous membrane of 
the part, especially when the latter is abundant and gathered into 
folds, as it is apt to be. 

Ulceration is another condition which it is sometimes difficult to 
detect, especially when superficial and not attended by much indura- 
tion ; and so is the opening of a blind internal fistula ; and yet so 
well educated may the finger become that other methods of examina- 
tion may be almost completely discarded. To carry diagnosis to this 
point it is first necessary, by oft-repeated examinations, to become 
perfectly familiar with the feel of the normal bowel. After this 
knowledge has been gained, a gentle sweeping of the ball of the finger 
over the whole inner surface of the lower three inches of the rectum 
will detect any change in it, however slight. 

For examination by the sense of touch above the reach of the 
finger, recourse may be had to bougies. Of these there are two forms 
which are of value. One is the red, soft-rubber instrument with 
tapering and slightly bulbous point, shown in Fig. 1. This is made 
in twelve sizes, and for diagnosis a No. 7 is about the best. They are 
perforated to allow the injection of water through them. 

Another useful form of instrument is shown in Fig. 2. It is a 
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4 SURGERY OF THE RECTUM. 

sound for which the profession is indebted to Dr. Andrews, and 
which, after many trials, I have found better adapted for diagnosis 
than any of the instruments with flexible shanks. It is based on the 
principle that the rectum can be sounded by an inflexible instrument 
of proper curve, exactly as the urethra can be with a sound, and it is 
used in the same way. It is a more difficult instrument to pass than 
the urethral sound, and is not to be recommended to beginners ; but 




FlO. L— 8oft Bougie. 

with care, gentleness, and skill it is most satisfactory. It is of hard 
metal and fitted with tips of various sizes. It is fourteen inches long ; 
but it does not explore the same number of inches of gut, for the 
reason that when the tip reaches the movable part of the sigmoid 
flexure, eight or ten inches from the anus, it no longer slides along 
the bowel, but carries the bowel along with it till the tip can be seen 
to impinge against the abdominal wall generally a little to the right 
of the umbilicus. For examination of the upper rectum and lower 
sigmoid flexure, however, it is much better in my hands than any 
similar instrument with a flexible handle supposed to follow the nat- 
ural curves of the canal. .Dr. Andrews' model is all metal, but for 
lightness I have substituted hard-rubber bulbs. 

These instruments are all used for the same purpose — that of feel- 
ing for a stricture located above the reach of the finger ; and with any 

of them the unpractised hand will gener- 
ally detect an obstruction in the perfectly 
healthy bowel at about four inches from 
the anus. I have had patients in whom I 
have never been able to pass any sort of 
bougie without first injecting the rectum, 
no matter what manoeuvring I resorted to ; 
and I have seldom told a student to pass a 




Fig. 2.— Andrews' Sound. 



rectal bougie that he did not at once discover a stricture. To pass a 
bougie into the rectum is rather a more difficult operation than to pass 
one into the urethra, the triangular ligament in the latter being replaced 
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EXAMINATION AND DIAGNOSIS. 5 

by the curves, the folds of mucous membrane, and the promontory 
of the sacrum in the former. Independent of Houston's valves of 
mucous membrane, a slight degree of invagination of the upper into 
the lower part of the rectum may often be produced by pressure of 
the end of a bougie from below upward, and into the sulcus thus 
formed the point of the bougie may easily pass. For the sake of 
overcoming these folds of membrane, the most minute directions have 
been given as to how the bougie should be introduced and gently 
urged along each successive inch of the bowel by changing its direc- 
tion and manipulating the handle. But such rules are of little value, 
for the simple reason that the obstruction is seldom of the same kind 
or in the same place in two different persons. The instrument should 
be passed gently, for force is never allowable here more than in the 
similar operation on the urethra; and when an obstruction is met 



Fig. 3.— Scale of Bougies. 

with, the handle should be gently rotated, withdrawn, and again 
passed onward till by frequent repetitions of this manoeuvre it is made 
to pass. 

Before attempting to pass any form of bougie the upper bowel 
should be gently distended with as much warm water as can easily be 
retained. By this simple manoeuvre the normally closed canal is 
changed into a smooth cylinder, the obstructing folds of mucous 
membrane are removed, and the only obstacle remaining is the prom- 
ontory of the sacrum. 

For the purposes of exact clinical study and report, a scale such 
as is shown in the cut (Fig. 3) should always be at hand for measur- 
ing rectal bougies. 

I have been using for some time a set of bougies exactly similar in 
make to the soft- rubber onas, but six instead of twelve inches in 
length. They are not adapted for diagnosis, but for the patient's own 
use when prolonged dilatation is necessary, and I only speak of them 
in this connection to avoid confusion. 

In case disease actually exists high up in the bowel, the attempt to 
pass an instrument is full of danger. A patient may easily recover 
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from a false passage made in the urethra, but such will seldom be the 
case with the rectum, for here when the instrument leaves the bowel 
it enters the peritoneum. To understand this danger it is only neces- 
sary to remember that the bowel is generally ulcerated both above 
and below the seat of a constriction, and is sometimes weakened to 
such an extent that it will allow a bougie to pass through it without 
the use of any appreciable force on the part of the surgeon. The 
bowel may also be lacerated without being directly perforated by the 
bougie, for the stricture may be pushed upward or dragged downward 
on the point of the instrument till the bowel gives way. 

Supposing, now, that a rectal bougie cannot be passed eight or ten 
inches up the bowel, is it safe on this account alone to make a diag- 
nosis of stricture high up! I should hesitate long before doing so, 
and should make many careful attempts to pass the instrument at 
different times, carefully exploring through the abdominal wall for 
induration, and watching for the usual signs of obstruction. There 
are one or two points worthy of remembrance in this connection. 
One is that the obstruction due to a stricture will always be at the 
same point in the canal ; and another is that when a bougie has once 
become engaged in a stricture it is firmly grasped, and the resistance 
to its withdrawal is equal to that encountered in introducing it far- 
ther. The feeling conveyed to the hand under these circumstances is 
diagnostic, and is like that which is felt when the effort is made to 
withdraw a sound from the grasp of a stricture in the urethra. 

And yet the value of this means of exploration is very great, and 
although a bougie may pass a stricture without detecting it, successive 
failures to get an instrument through into the sigmoid flexure would, 
in my own practice, lead me to diagnosticate an obstruction. 

Let us suppose once again that all this has been done and yet the 
examiner has discovered no disease. At this point he must take a 
decided responsibility, for if, from the patient's history, he believes 
that disease actually exists, he must still go on and find it ; but if he 
has no reason to believe this, he may abandon the search at this point 
and commit himself to the opinion that there is no physical lesion. 

If he decides to go still further, there are two lines of investiga- 
tion to be followed: one consists in the administration of ether, 
and bimanual pelvic examination; the other in the use of the 
long tube. Should these fail, nothing remains but an exploratory 
laparotomy. 

It will be noticed that up to this time the question, "What specu- 
lum do you use!" has not been answered, and for the reason that up 
to this poyit in the examination I use no speculum ; and as the vast 
majority of examinations will lead to a diagnosis before this point is 
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EXAMINATION AND DIAGNOSIS. 7 

reached, it follows that in about ninety per cent of all cases I use no 
speculum at all. 

An entirely too exalted idea of the value of the speculum exists. 
For ordinary examinations it is unnecessary, and the diseases which 
cannot be detected by the routine practice already described will not 



Fig. 4.— Sims' Rectal Speculum. 

very often be detected by the simple use of any variety of this instru- 
ment. So strongly has this experience been impressed upon me that 
I have abandoned the use of every form of speculum for ordinary 
diagnostic purposes, unless at the same time its auxiliary means can be 
employed — the administration of ether. With ether, a light, and a 
speculum, a diagnosis may often be made which would otherwise be 



Fig. 5.— Author's Speculum. 

impossible ; but to use a speculum without ether, for the purpose of 
exploring the rectal pouch, is merely, in the vast majority of cases, 
to inflict useless suffering. 

This does not apply to the question of treatment, but simply to 
diagnosis. For there exists a certain class of diseases, notably ulcers, 
which, when their situation is accurately known, can be brought into 
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8 SURGERY OF THE RECTUM. 

the field of vision by a speculum and thus treated by direct applica- 
tions; but this is a very different matter from taking a patient who 
complains, perhaps, of but the single symptom of rectal pain, intro- 
ducing some variety of speculum by which only the most imperfect 
view can be obtained, and, because nothing is discovered (as in the 



no. o.— Aioe »pecuium. 

vast majority of cases nothing will be), pronouncing the patient free 
from disease. 

Should a speculum seem necessary there are an infinite number to 
choose from. The best of all when ether is used is the one shown in 
Fig. 4. For the purpose of local applications without ether, and after 
a diagnosis has been made, I use either the one shown in Fig. 5, or 
the Aloe instrument (Fig. 6), made fully an inch longer than the 
original. A medium-sized blade of Sims' vaginal speculum answers 



fig. 7.— Kelly's speculum. 

every purpose, though Van Buren's modification has a great advan- 
tage, the notch allowing a very much larger surface of the bowel to 
come into view. 

By the use of the very long straight cylindrical speculum shown 
in Fig. 7 and a forehead mirror, it is unquestionably possible, with a 
patient as shown in Fig. 8, to see much farther into the rectum and 
sigmoid flexure than has usually been supposed. 
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EXAMINATION AND DIAGNOSIS. 9 

For the knowledge of this fact we are indebted to Kelly, and I do 
not hesitate to acknowledge its great value. By these instruments I 
have not only diagnosticated the exact seat of a circumscribed ulcera- 
tion and polypoid growths very high in the rectum, but have cured 
the same by local applications and removal in cases certainly other- 
wise incurable except possibly by colostomy. The great objection to 
Kelly's instrument is, however, the small extent of rectum brought 
into the field of vision at any one time. I have had much more satis- 
faction with an Aloe speculum of equal length made for this express 
purpose. 

Since Kelly pointed out that a long, straight metal cylinder could 
be passed into the sigmoid, much ingenuity has been expended upon 



Fig. 8— High Exploration. 

these instruments, and the latest improvements are incorporated in 
the speculum shown in Fig. 9, which is very elaborate and ingenious. 
It consists, as seen, of along tube with an electric-light attachment and 
also an arrangement by which the lower end can be closed by a glass 
plug and air pumped into the gut to distend it. Though beautiful and 
very ingenious, I do not know that any diagnosis can be made with 
its aid which cannot be made by Kelly's long tube and a forehead 
mirror; and the great practical objection to all long instruments is the 
difficulty of passing them. 

From what has been said it may readily be inferred that the diag- 
nosis of stricture above the reach of touch or vision is a difficult matter. 
In reality strictures above the rectal pouch are rare ; and when they 
exist they are usually malignant, for this part of the bowel is free 
from many of the influences which, by exciting ulcerative action, 
result in the cicatricial contractions which so often affect the lower 
three inches of the rectum. 

After the use of the bougie and the long tube, which are at best 
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10 SURGERY OF THE RECTUM. 

uncertain means of diagnosis for this condition, and after a study of 
the symptomatology and a careful examination through the abdominal 
wall under ether, there is but one means left for diagnosis, and that 
is exploratory laparotomy. 

Examination of the rectum itself must not be substituted for ex- 
amination of the whole pelvis per rectum, for in every case it is neces- 



Fig. 9.- Sigmoidoscope. 

sary not only to detect any disease of the bowel, but also to exclude 
any other disease of the pelvic viscera which may be the cause of 
rectal symptoms. 

The pelvis may be palpated from above, through the rectum, 
through the vagina, or by all three methods combined. Bimanual 
pelvic examination in the male is often as serviceable for pelvic 
diagnosis as bimanual palpation in the female, but is much less fre- 
quently practised. Many a tumor in the male pelvis can be detected 
in this way and in no other, notably cancer in certain locations and 
abscesses of the prostate or appendix. The routine practice with the 
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EXAMINATION AND DIAGNOSIS. 11 

gynaecologists is to examine with one finger in the vagina and the 
other hand over the abdomen. A finger in the rectum and the other 
hand over the abdomen in the male will frequently accomplish results 
in diagnosis just as satisfactory. And yet although this is often prac- 
tised in doubtful cases in women, I have seldom seen it either recom- 
mended or practised as a routine in men. I can only say that when a 
doubtful diagnosis has once been cleared up by this simple method it 
will never in future be neglected by the examiner. 

In women it is so impossible to separate the rectum from the other 
pelvic organs in the diagnosis of disease that the questions of men- 
struation, pregnancy, abortion, dysmenorrhea, and bladder symp- 
toms will in the vast majority of cases at once force themselves upon 
the examiner, and the condition of uterus and annexa should invari- 
ably be determined. The utter futility of attempting to treat hemor- 
rhoids associated with and caused by uterine fibroids in any way except 
by the removal of the fibroids is an example ; and this interdepend- 
ence of diseases runs through the whole list of rectal affections. 
Uterine misplacement causes more women to suffer from rectal symp- 
toms than do hemorrhoids, and the practitioner must be able to rec- 
ognize and treat it. 

The hand upon the abdomen may discover much — fibroids, cysts 
of the ovary, tumors of any sort — in fact, the presence of any gross 
changes in the pelvic organs. The finger in the vagina may also tell 
much — prolapse of the uterus, lacerations, changes in the os or cer- 
vix, etc. But the real diagnosis, if made at all by digital examina- 
tion, will generally be made by conjoined manipulation. 

As to whether the vagina or rectum should be utilized for this 
purpose is not at all an unimportant matter. Some things may be 
discovered much more easily by vaginal and some by rectal touch ; 
and many conditions which are not clear by vaginal examination at 
once become so through the rectum; while scarcely any affection ex- 
cept those of the vagina or cervix which cannot be made out by rectal 
touch will be made clear by vaginal touch. This may be a matter of 
great importance in the examination of young girls, as well as in the 
making of a diagnosis. 

Were I to attempt to give any rule as to whether vagina or rectum 
should be used for diagnosis it would be the general one that it is 
possible to reach much higher in the true pelvis by the rectum than 
by the vagina, and therefore that in any doubtful case of trouble above 
the cervix the rectum is more likely to give positive information than 
the vagina. This applies especially to all tumors deep in the pelvis, 
to examination of the posterior surface and fundus of the uterus, 
and to detection of any change in the pouch of Douglas, as a mis- 
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12 SURGERY OF THE RECTUM. 

placed ovary. When, for example, the pelvic organs have become 
matted together by the products of inflammation, and the finger in 
the vagina impinges upon a hard mass resembling to the touch plaster 
of Paris, which limits absolutely any further reaching into the pelvis 
by this route, it is often astonishing how easily a long finger will pass 
by the rectum behind and above the exudate and how clearly the 
whole condition may be mapped out. Or, again, in pelvic abscess 



Fig. 10. —Bimanual Pelvic Examination per Rectum. 

connected with tubes or ovaries, or due to appendicitis, all may be- 
come plain with a finger in the rectum where nothing could be de- 
tected by the vagina. 

Nearly every obstacle to conjoined manipulation disappears when 
the patient is anaesthetized and is placed in proper dorsal position ; 
and should the case be serious enough to justify it and diagnosis be 
impossible without it, the diagnostician should always fall back upon 
this, his chief and final ally. Doubtful conditions will disappear and 
false impressions be corrected as by magic when once a patient be- 
comes passive and relaxed under an anaesthetic. But although the 
examiner may demand this aid from the patient, the latter on her part 
has a right to expect that after she has yielded to the demand the 
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EXAMINATION AND DIAGNOSIS. 13 

examiner should have sufficient skill so that no doubt as to the actual 
conditions should remain. The man who is not sufficiently expe- 
rienced to make a diagnosis in any ordinary case, excluding condi- 
tions incapable of diagnosis, has no right to submit his patient to this 
final and very unpleasant trial. 

Exploratory Laparotomy.— Const&nt effort should be made toward 
absolute accuracy in pelvic diagnosis, and yet no man l^as ever reached 
this point in all cases, nor ever will. Many different conditions of the 
female genitals, especially, resemble each other in their physical signs 
too closely not to be often mistaken for each other. It may even be 
impossible to distinguish between a tense fluid tumor and a solid one ; 
between tubal and ovarian disease ; and conditions may exist render- 
ing any approach to accurate diagnosis out of the question. 

To be compelled to open the abdomen either in front or through 
the vagina to make the diagnosis of a diseased condition is not neces- 
sarily a confession of ignorance, although the more skilled in diagnosis 
a person becomes the less often will it be found necessary. Never- 
theless, with the best surgeons such a procedure may be necessary, 
provided it is done with a reasonable prospect of being able to give 
relief in a case sufficiently urgent to demand and justify it. A 
patient may have an obscure pelvic tumor which is causing no symp- 
toms of sufficient gravity to justify operation, or one which is evi- 
dently about to end fatally unless relieved. In the latter case ex- 
ploration, though it may prove the disease unrelievable, is perfectly 
justifiable for the chance that it gives. For exploration is only a 
prelude to operation in most cases, and must be limited to the hands 
of those of sufficient skill to grapple with any condition, no matter 
how complicated, and of sufficient judgment to be able to decide 
instantly whether a case is or is not operable. It must also be done 
with every facility at hand for the treatment of any possible emer- 
gency. 

Examination of the Genito-TJrinary Organs. 

In many cases in both sexes the condition of the urinary organs 
must be carefully inquired into before a diagnosis can be reached, 
notably cases of pain referred to the rectum in which there is no pal- 
pable disease of the bowel ; cases of recto- vesical, recto-urethral, and 
recto- vaginal fistulae ; enlarged prostate ; vesiculitis; and renal calcu- 
lus causing symptoms referred to the rectum and urethra. These 
cases of pain in the rectum — pain so severe and long continued as to 
force the sufferer to seek relief, and yet evidently not due to disease 
of the rectum itself but to some other condition — are among the most 
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14 SURGERY OF THE RECTUM. 

difficult for diagnosis, and many of them are due to pathological 
states of the genito-urinary organs. 

In the male the condition of the prostate, seminal vesicles, and 
even the ends of the ureters can be made out by a long index finger 



Fig. 11.— Relation of Ureters to the Cervix Uteri. E7r, Ureter ; A U, uterine artery ; C, cervix ; V % 
bladder laid open ; To, vagina laid open above to show cervix. 

in the rectum ; and by conjoined manipulation, cancer of the bladder 
and even calculus can generally be discovered, especially with general 
anaesthesia. 

In men the ureter crosses the vas deferens on the posterior wall 
of the bladder; in women it partially crosses the vagina on its 
anterior wall below the cervix and enters the bladder, after running 
nearly three-fourths of an inch in its substance, at a point midway 
between the meatus and the cervix a little to one side of the median 
line (Fig. 11). 

The ureter in the female may be palpated in its lower part by the 
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EXAMINATION AND DIAGNOSIS. 15 

finger either in the vagina or rectum. From the trigone of the blad- 
der to the side of the pelvis it can be felt as a distinct cord by passing 
the examining finger downward and inward over the anterior wall of 
the vagina. It may be followed under the broad ligament as far as 
the brim of the pelvis by the finger in the rectum. 

The position of the intravesical portions can also be seen from 
the vagina by depressing the posterior wall and expanding the an- 
terior. Their position is marked by divergent folds starting just 
back of the neck of the bladder and passing backward and laterally 
toward the cervix. 

Should immediate exploration of the ureters be necessary in any 
case and the surgeon have not sufficient skill in this method of exam- 
ination to succeed with it, their orifices in the trigone of the bladder 
may always be exposed by an incision through the anterior wall of 
the vagina. Through such an incision they can be plainly seen and 
sounded or catheterized, and the incision may be closed without harm 
when the examination is finished. 

The cystoscopic examination of the male bladder is a matter of 
some difficulty, and properly to interpret the images which are shown 
by the instrument requires more experience than usually falls to any 
one not a specialist in genitourinary diseases. Practically the in- 
strument is of greatest use in determining the existence of tumors of 
the bladder, and as an accessory to catheterization of the ureters to 
determine the condition of .the kidneys before operating upon them. 
In the determination of bladder tumors the symptoms will usually be 
of more value than the cystoscopic examination ; and when they are 
sufficiently marked, a suprapubic cystotomy will usually be resorted 
to, no matter what may or may not be found by the cystoscopy 

Catheterization of the ureters in the male, on account of its diffi- 
culties will perhaps never become popular with practitioners. As a 
substitute for it Harris has recently invented a double eatheter, the 
halves of which are introduced together into the bladder and then 
separated so that the beak of each is turned toward its appropriate 
side. Then by means of a small lever introduced into the rectum the 
central portion of the bladder is elevated and a watershed produced 
on either side and drained by itself into a collecting flask. This, 
unfortunately, has not proved reliable. 

The possible value of the #-ray in the diagnosis of pelvic affections 
must not be overlooked. By it calculi in both bladder and kidney, 
bat especially the latter, may be more easily detected than by any 
other means. 
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CHAPTER II. 

GENERAL RULES REGARDING OPERATIONS. 

In no other branch of surgery is asepsis so difficult to establish 
and maintain as in the surgery of the alimentary canal. The mucous 
membrane is exceedingly difficult to clean, the colon bacillus is always 
present and is probably the most common cause of suppuration and 
peritonitis after operations upon it ; and in addition we have all the 
other micro-organisms which cause suppuration in other parts of the 
body. 

If the surgery of the rectum were confined entirely to minor cases, 
such as piles and fistulse, the question would be very simple, for here, 
even if no effort is made to avoid suppuration, and we do not seek for 
union by first intention, our patients recover without accident and 
without detriment except loss of time. In these operations ordinary 
cleanliness as to hands and instruments and the avoidance of any 
direct introduction of septic matter seem all-sufficient to prevent grave 
complications. But the surgery of the rectum is often major surgery, 
abdominal and pelvic, and here absolute asepsis becomes simply a 
matter of life or death to the patient. 

The operator who pays no attention to asepsis in a minor operation 
will find it very difficult to practise in a major one; for technique 
in surgery becomes second nature, and only constant study and atten- 
tion will render it perfect. Whereas the surgeon whose hands and 
instruments are always sterile before touching his patient will be 
as clean in a hemorrhoid case as in a laparotomy, although the after- 
dressings and management of the wound may be totally different. 

There is no necessity here for dwelling upon all the minor details 
which go to make up an antiseptic surgical operation. These things 
should be known to every man who attempts to do any surgery at all, 
and can be learned at any good clinic. A few practical hints bearing 
especially upon this line of work may, however, be useful. 

To render the rectum aseptic before an operation I believe to be 
impossible by any amount of previous internal medication, or scrubbing 
at the time. The nearest approach to it which I have found possible 
is obtained by washing with strong bichloride 1-1,000, and wiping 
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out with pledgets of iodoform gauze. After repeated applications of 
this kind made through a long Sims 7 rectal speculum after the patient 
is upon the table and etherized, all has been done that is possible. 

Nor do I believe that it is possible to keep the rectum aseptic for 
any length of time after an operation, and for this reason I never 
pack the bowels after operation with antiseptic gauze around a tube, 
which is a painful and useless procedure. This is not to say, how- 
ever, that union by first intention is not to be sought for by every 
possible means ; and often it may be attained by cleanliness and care ; 
but less often here than elsewhere in the body. 

At least three or four days should be allowed for the preparation 
of a patient for major operation upon the rectum, especially an 
abdominal section or a Kraske. 

If the patient be placed in a hospital this is none too much time 
for her to become used to her strange surroundings, and it maybe 
well spent in clearing the alimentary canal. 

The bowels should be moved freely for three days before operation 
by laxatives given each night. Three compound cathartic pills are 
not too much for the first dose, and these may be followed by licorice 
powder each succeeding evening, and an enema of soap and water a 
few hours before the operation. 

Although nothing but milk and fluid diet, with eggs, should be 
given for two days preceding the operation, the amount of nourish- 
ment should not be restricted. It is not wise to starve the patient 
before going through so great a physical trial, and personally I prefer 
that my patient should be fed in the way mentioned up to six hours 
before being placed upon the table. 

The urine should be drawn or passed just before going to the 
operating-room. It is not safe to trust to the word either of patient 
or of nurse that the bladder has been evacuated, because under the 
nervous strain from which the patient is laboring she may pass only 
a few drops of urine and come upon the table with a full bladder. It 
has happened to me, under exactly these circumstances, to open fairly 
into a distended bladder instead of the peritoneum. 

Hemorrhage. — Hemorrhage from the rectum during an operation 
must be met in the same way as in any other surgical procedure — by 
ligature, hot water, or temporary pressure. Hemorrhage coming on 
after an operation is usually best met in one of two ways. Should it 
be cutaneous, or come from just within the external sphincter, a com- 
press and T-bandage properly applied will always give sufficient press- 
ure to control it. 

The compress should be graduated or cone-shaped, and should be 
of ample size to fill the fold between the nates. The bandage must 
2 
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be strong and heavy and applied with force. Care must be taken to 
protect by pads of cotton the bony points of the pelvis against which 
the bandage rests. When applied in this way a direct pressure of 
many pounds may be brought to bear against the anus — a pressure 
which will always effectively control a superficial hemorrhage. 

When the bleeding comes from the rectal pouch the danger is 
much greater, and prompt surgical interference may be necessary to 
save life. This form of bleeding is concealed, and shows itself first 
only by an uncontrollable desire on the part of the patient to go to 
stool, and not by any oozing from the anus. The patient sits upon 
the commode and passes perhaps a pound or more of clotted blood, 
feels relieved, and returns to bed. In a little while the same thing is 
repeated and all the usual constitutional effects of hemorrhage begin 
to be manifest. I have known a patient to die from this cause in the 
ward of a large hospital because a stupid nurse did not appreciate 
the necessity for calling surgical aid. 

Many directions have been given for dealing with this condition, 
all more or less elaborate. The general idea which still possesses the 
mind of the amateur is that some sort of packing should be passed 
into the rectum around some sort of tube — why, I cannot imagine. 
The bleeding comes from the rectal pouch, not from the anus ; and it 
is as impossible to pack the rectal pouch by inserting a tube wound 
with gauze into the anus, as it would be to make pressure on the 
inside of a bottle by crowding in a tight cork. The best of all ways 
is as usual the simplest. While the patient gives chloroform to him- 
self, if no assistant be at hand, put two fingers into the rectum and 
rapidly clean out the blood clots. Then begin passing in long strips 
of gauze. Pass the first one as far up as possible, tie the second to it 
and pass it after it ; and so with a third, and a fourth. When the 
cavity begins to seem full, crowd the whole mass as far up as possible, 
and pass in as much more as the pouch will contain, leaving the free 
end of the last protruding. Such a packing may be allowed to remain 
at least a week and will cause no pain or uneasiness. Flatus will 
escape beside it without the presence of any tube, and it will soon 
soften so as to make but little pressure ; but for the first twenty-four 
hours after its introduction concealed hemorrhage is a practical im- 
possibility. 

Personally I have never lost a patient from hemorrhage after an 
operation upon the rectum, but I have come very near it several times 
— and nearest in a case of secondary hemorrhage coming on after an 
operation for piles when convalescence had been well established. In 
this case many hours had been lost by those called in the emergency 
chiefly in putting in and taking out plugs made by wrapping gauze 
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around catheters, alternated with an occasional enema of persulphate 
of iron. When I reached the bedside the patient at first sight seemed 
dead, and was, in fact, pulseless and unconscious, and still bleeding 
from the anus in spite of a loosely applied, absolutely inefficient plug. 
A very rapid emptying of the rectum of plugs and blood clots and 
the substitution of an efficient tamponade while he was still uncon- 
scious, together with the general means known to all (transfusion, 
raising the foot of the bed, and strychnine) saved his life; but it 
was very nearly a fatal case for the clamp and cautery operation, due 
to separation of the eschars at the end of the first week. 

Retention of Urine. — Retention of urine is of frequent occurrence 
as a complication of certain affections of the rectum, and after opera- 
tions upon these parts, both in men and women, and it should always 
be in the mind of the surgeon. It is not generally of long duration, 
and it may often be overcome by a bath and hot applications without 
having recourse to the catheter. The possibility of its occurrence 
should never be lost sight of. Carelessness in this matter may end 
fatally from congestion of the kidneys. Nevertheless there is a pos- 
sibility of being entirely too careful and hasty in this matter, for a 
certain diminution in the amount of urine is a common sequence of 
surgical operations and need cause no uneasiness. There can be no 
arbitrary rule as to the time when a catheter should be used. This 
must depend entirely upon the condition of the bladder. When the 
bladder is moderately distended and other means have failed, the 
water may be drawn, but not merely because a certain number of 
hours have passed without urination. 

It has often seemed to me that nowhere has a man a better chance 
to show his general knowledge of surgery, medicine, and nursing 
than in the after-treatment of a patient who has gone through a seri- 
ous surgical operation upon the pelvis, such as an extirpation of the 
rectum or a hysterectomy. It is here that all his experience in gen- 
eral practice comes to his aid perhaps more than at any other time. 
To take a case from the completion of such an operation and carry it 
through one complication after another as it may arise ; see it go very 
near death with obstruction, vomiting, or sepsis; and by skilful 
treatment or bolder and more skilful letting alone bring it to a point 
of safety, is the science of surgery. To operate may be easy to a man 
skilful with his fingers, but the after-treatment will test all his powers. 
One great rule after all operations is to make the patient as com- 
fortable as possible. Usually the patient will not dare to move unless 
told, even when merely turning in bed or changing to a fresh bed and 
smooth sheet may give a night's rest; and there is seldom any reason 
against this. 
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Again, it should be understood that there can be no routine after- 
treatment. One surgeon may absolutely forbid all food and even 
water until after the bowels have moved, and may regard opium as a 
deadly foe. Another will give drink with proper restrictions, will 
overcome thirst by enemata, will keep his patient comfortable with 
hypodermics, and will give food as soon as vomiting from the anaes- 
thetic has ceased. Attendants who have been trained to the former 
method cannot understand the latter. 

The after-treatment will always depend in a measure upon the 
nature of the operation. The rules for the management of the bowels, 
for example, after a laparotomy for disease of the uterus and annexa 
are not in all respects the same as those which apply to a case of 
intestinal anastomosis. In the one case the bowel is a perfect canal 
which needs only be forced to do its work ; in the other it is a wounded 
and enfeebled organ which needs especial care. 

It thus happens that in some cases in which it is most desirable 
that the bowel should be made to act, we are restrained from the 
administration of purgatives for several days. 

The complications most to be dreaded after major surgery in the 
pelvis for any cause are: Hemorrhage, shock, vomiting, intestinal 
paralysis, volvulus, sepsis. 

Hemorrhage is shown by a gradually failing pulse, beginning some 
time after the patient has been put to bed. Should the shock have 
been so great as to leave the patient almost pulseless when the opera- 
tion is completed, a subsequent hemorrhage added to the shock may 
be indistinguishable from the shock of the operation. So closely do 
the symptoms resemble each other that the only way of distinguishing 
between them may be by the time of their appearance. 

On the other hand, should the patient have rallied nicely from 
the operation and have a fairly strong pulse for some hours, and 
should the pulse then begin gradually to fail, hemorrhage may be 
counted upon as the cause of the condition, and the only treatment is 
to open the wound and secure the bleeding-point. 

Shock. — This attends all major operations to a greater or less de- 
gree, and may be shown by coldness of the extremities, clammy sweat, 
and feeble pulse at the completion of the operation. It is to be met 
by hot applications to the body (hot sheets and bottles), injections of 
strychnine, gr. -fo, every hour or half -hour, and brandy with ammonia 
by the mouth. Transfusion of a saline solution either into a vein 
direct or into the subcutaneous tissue, and the administration of high 
enemata of salt and water are invaluable means of restoring the heart's 
action. The last is the more efficient, especially when much blood 
has been lost. The enema should be given in the Trendelenburg 
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posture while the patient is still on the table, through a long tube which 
will pass above the sigmoid, and should consist of at least a quart of 
warm saline solution. Should it be necessary the dose may be re- 
peated after the patient has been placed in bed, and the foot of the 
bed may be raised on a chair for the purpose. 

I cannot too strongly insist upon the necessity of the surgeon 
attending to this matter himself. Few nurses, even the best of them, 
can give a high enema so that it will be retained ; and very few can 
pass a long tube into the descending colon unless by chance it hap- 
pens to slip by all obstacles without assistance. The secret will gen- 
erally be found in passing the tube gently either with the patient on 
the left side, or with the pelvis well raised, until the first obstacle is 
felt, whether that be a fold of mucous membrane or the promontory 
of the sacrum. Three or four ounces of the enema should then be 
injected to dilate the bowel while gentle pressure is used to insert 
the tube still farther, and in the vast majority of cases the tube will 
pass into the sigmoid. Here the same manoeuvre may need to be 
repeated to straighten out the folds of this part, and when this is 
done the tube can be gently urged along until it is well within the 
descending colon ; and any desired amount can be injected, even up 
to quarts. 

Vomiting. — Having carried the patient safely through the compli- 
cations of shock and hemorrhage, the condition of the stomach and 
bowels is to be carefully noted and treated. 

Some vomiting from the ether is to be expected, but this should 
not last longer than twelve hours. This vomiting is not to be con- 
founded with that which may appear after three or four days and 
which always indicates serious trouble. During this time food should 
be absolutely abstained from, the dryness of the mouth is to be over- 
come by washing the lips, teeth, and tongue with a cloth wrung out 
in hot water, and the thirst is to be treated by teaspoonful doses of 
hot water every hour. If after twelve hours the stomach has become 
quiet, the administration of food may be begun, and this should vary 
according to the operation. 

Should the alimentary canal be uninjured, small doses either of 
milk or of beef -soup may be given — an ounce every two hours. On the 
other hand, should the operation have been upon the alimentary canal, 
milk should not be given, and the food should be limited to beef -soup. 
Milk causes large passages (which are contraindicated in operations 
on the intestines), and also in some patients, flatulence. 

In all cases in which milk is given, it should either be predigested 
or mixed with lime water in the proportion of three to one. 

Nourishment is of the greatest possible importance, and, unless 
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the lower bowel has been operated upou, nutritive enemata should 
never be neglected when the stomach rejects food. 

A more frequent error is that of constant feeding every hour or 
even every half-hour with a teaspoonful of something which the 
stomach may be making no effort to digest, simply because it is never 
allowed to rest. Never shall I forget the patient I lost after a most 
successful extirpation, on this account, the after-treatment being left 
to others. With pulse and temperature normal, she was simply 
strangled on the third day by an effort to regurgitate fluid which had 
been poured into a stomach already enormously overdistended. A 
final dose of Epsom salts finished the history, except for the quarts 
of fluid found in the stomach after death. The salts were given by a 
house surgeon who thought the patient must necessarily be going to 
die because her bowels had not moved, although the patient was in 
every way progressing beautifully. 

In such a case a stomach tube might have saved the life of the 
patient. 

Vomiting is nature's method of relieving the stomach, and where 
constant ineffectual efforts are being made to accomplish it, it may be 
better to encourage it by an emetic of warm water in the hope that 
after it rest may be obtained. 

The value of absolute rest to the stomach for twenty-four hours 
cannot be overestimated in these cases, and amply sufficient nourish- 
ment may always be given by the rectum provided it be uninjured. 
The rest should, however, consist in giving nothing at all by the 
mouth, and not in more frequent attempts to give smaller doses. 

Rectal Alimentation. — Life may be prolonged for many weeks by 
rectal alimentation over what would be its limit if no feeding at all 
were possible ; and yet rectal feeding alone will not support life indefi- 
nitely. It is at best a most valuable method of tiding a patient over 
a crisis, and as such should be well understood by all. There are 
two or three cardinal principles to be observed which are of more 
importance than any one formula for the nutrient enema. 

The rectum should be cleansed with an enema of saltwater at least 
once a day. 

Plenty of fluid should be used as well as concentrated forms of 
food. 

Predigested food is better than food in its natural state. 

The enema should be given only by the surgeon or a nurse spe- 
cially trained to administer it, gently, slowly, and properly. 

Generally speaking, we must rely upon milk, eggs, and alcohol 
for nourishment in this manner. A good formula is one egg, six 
ounces of peptonized milk, and one ounce of brandy every six hours. 
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This if given slowly will generally be retained and will certainly 
relieve thirst, and for a time prolong life. Another is two eggs, two 
ounces of milk, and two drachms of liquid peptinoids. Stimulants 
are quickly absorbed by the rectum, but should be well diluted. 
Water will greatly relieve thirst when used in this way after abdomi- 
nal operations. 

Intestinal Paralysis, — This will show itself first by flatulence and 
consequent distention of the abdomen. It is always a bad sign and 
must be overcome if the patient is to be saved. The condition is 
one either of mechanical obstruction or of toxaemia arising from the 
absorption of either the fluids in the abdomen or the matter and gas 
in the paralyzed intestine. The paralysis may be due either to expo- 
sure and handling of the intestine or to nervous influence, and may 
be either the result or the cause of peritonitis. When distention ap- 
pears to any marked extent, no matter whether on the first, second, 
or third day, purgatives should at once be given by the mouth if the 
stomach is in condition to bear them, or by enema with the long tube 
if the stomach be not in condition to act. 

Should administration by the mouth be chosen, small doses of cal- 
omel, frequently repeated and given dry upon the tongue, are the 
most reliable, as they cannot be vomited. Enemata with the long 
tube are of great value, and the enema should be medicinal as well as 
mechanical. A good formula is half an ounce of Epsom salts, half an 
ounce of turpentine, and a quart of water. 

The use of the long tube merely as a mechanical outlet for gas is 
to my mind a useless torture of the patient. Unless the bowel can be 
stimulated to peristaltic action, neither a tube in the rectum nor an 
enterostomy will do more than evacuate the gas in its immediate 
vicinity. 

Abdominal distention may be due to the accumulation of gas alone, 
which by overdistention may produce actual paralysis and conse- 
quent obstruction. The only practical treatment for this condition is 
free purgation. Tapping the bowel, or the formation of a temporary 
artificial anus, usually does little good and empties only that part of the 
distended intestine which is near the opening. Again, the distention 
may be due to mechanical obstruction, usually volvulus, and not to 
septic paralysis, and to distinguish between these two conditions 
may be very difficult, if not impossible. The fact that a small 
amount of fteces has been passed after an enema does not prove 
that volvulus may not be present, for such an amount of faeces 
may simply be washed out of the rectum. The only reliable sign of 
mechanical obstruction is distention, and unless this can be reduced 
by the evacuation of wind and faeces induced by catharsis or ene- 
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mata, reopening the wound to search for the cause of obstruction is 
justifiable. 

A mechanical obstruction is most apt to be caused by the adher- 
ence of the gut to some fixed point, as the pedicle in hysterectomy, 
or the abdominal incision, whereby it becomes immovable and bent 
sharply enough to be obstructed. Adhesions of coils of gut to each 
other are less apt to cause occlusion unless in addition the gut be bent 
over the brim of the pelvis or over the free margin of a fixed piece of 
omentum. Direct inclusion of gut in a ligature or in closing the inci- 
sion is not unknown, and holes in the omentum or mesentery are dan- 
gerous. 

The diagnosis of these from volvulus will be impossible, the sur- 
geon doing very well if he distinguishes them all from the intestinal 
paralysis due to sepsis. Usually in volvulus the symptoms show 
themselves later, after the third or fourth day, and there will have 
been no real faecal evacuation since the operation, although gas may 
have been passed. Vomiting and collapse are both present, but not 
«o marked as in sepsis, and the distention is greater. The onset is 
<*pt to be more acute and to take place after the patient has seemed 
to be doing well. 

After a wound has been reopened any fixed loop of gut is to be 
traced to the obstructing point. Adhesions must be broken with 
great care, as the gut is apt to be very soft. Eesection and anasto- 
mosis, or suture, according to some of the methods to be described, 
naturally follow the discovery of a perforation. 

Sepsis. — Sepsis may show itself in several ways. Paralysis of the 
intestine, just spoken of, may be one. Steady rise of pulse and tem- 
perature is another; vomiting, profuse sweating, and delirium are 
others. 

To combat this condition the surgeon is comparatively powerless, 
the only reliable means in his power being the free administration of 
purgatives. If the bowels can be induced to act (and every effort 
should be used even to the administration of croton oil), the patient 
may be saved ; for experience has proved that free catharsis is the 
greatest safeguard against sepsis after lararotomy. But should the 
administration of cathartics be ineffectual, the patient's end is near. 

A slight degree of septic poisoning may be overcome by purgation. 
A septic inflammation of the peritoneum following operation is gener- 
ally fatal, and reopening the wound for irrigation and drainage will 
seldom be efficacious. Septicaemia is often not ushered in by violent 
rise in temperature. The best diagnostic signs are distention, feeble- 
ness, irregularity and rapidity of the pulse, and symptoms of col- 
lapse. However, many things may cause post-operative temperature 
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—constipation, premature feeding, fatigue, nervous excitement, and 
menstruation. Usually rise of temperature two or three days after 
operation is due to suppuration caused by ligatures or to constipation. 

There is a form of subacute peritonitis which may be present from 
the first or may not show itself until the second week, and which is 
due to sloughing of tissue enclosed in the ligatures. This is attended 
by but little rise of temperature, the main symptoms being paralysis 
of the intestine and vomiting which may become faecal. 

In operations upou the alimentary canal, should the patient be 
doing well as regards food and sepsis, a movement of the bowels 
should be delayed as long as possible, and then soft movements should 
be encouraged by the administration of salines, and once established 
should be kept up from day to day. In this way the bowel is given a 
chance to heal soundly after the operation. 

The fashion of the day is entirely against the use of opium after 
laparotomies, and in favor of free catharsis as soon as possible. How 
long that fashion will last remains to be seen. The amount of com- 
fort to the patient which an occasional hypodermic of morphine will 
give, the strengthening effect upon the pulse which it will exercise, 
and its value as a substitute for food, are all well known, and not 
long ago were gladly taken advantage of. Good results are found 
both with and without its systematic employment. The chief objec- 
tion to it is that it may prevent peristalsis and thus favor accumula- 
tion of gas and consequent intestinal paralysis. On the other hand, 
it is the greatest comfort the patient can have, and, although it should 
not be used as a routine practice, the dangers inherent upon its use 
are not so great that the patient need be deprived of it should 
there be great pain. In my own practice I am quite in the habit of 
making a patient as comfortable as possible after an operation, and to 
do this I generally begin with a hypodermic of morphine where there 
is great pain, and follow it up with small doses when necessary until 
there is some palpable contraindication. 
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CHAPTER III. 

CONGENITAL MALFORMATIONS. 

These congenital malformations have been classified by different 
writers into various groups. We shall adopt in the following pages 
the classification of Papendorf . 

1. Narromng of the Anus or Rectum toithout Complete Occlusion. — 
The narrowing in these cases may be very slight, or may reach such a 
degree as hardly to admit of the passage of meconium. It is gener- 
ally annular in form, resembling the contraction which would be caused 
by tying a tape tightly around the tube; though it sometimes involves 
a considerable extent of bowel, as in a case reported by Cheever, where 
the narrowed portion above the sigmoid flexure was eighteen inches 
long and was impervious to solids. There may be no symptoms 
caused by such a contraction, and the child may grow to adult life 
suffering only from obstinate constipation. On the other hand, when 
the stricture is tight it will give rise to all the usual signs of intestinal 
obstruction — absence of free passage of meconium, distention of the 
abdomen, and vomiting. The diagnosis is easily made by a digital 
examination, should the symptoms be sufficiently marked to lead the 
attention of the surgeon to the rectum, for the stricture is generally 
near the anus. 

It has happened to me in the course of practice to meet several 
examples of this form of disease, and one of the most notable points 
in connection with them has been that they have often first been diag- 
nosticated in middle life, their congenital nature being made plain by 
the absence of any disease which could cause them, and more espe- 
cially by the absence of any associated ulceration or deposit in the 
adjacent parts of the rectum. 

Congenital strictures are often accompanied by abscess and fistula 
at the lower end of the rectum, or they may end in time by setting up 
a periproctitis, extensive adenitis, or deep pelvic phlegmon. 

The treatment of this form of obstruction consists either in gradual 
dilatation or in proctotomy. My own experience in these rare cases 
tends to the conclusion that gradual and systematic dilatation will 
accomplish all that can be accomplished, except by resection of the 
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strictured gut Nicking is of little use, for if dilatation does not re- 
lieve the obstruction it must be divided with the knife ; and in that 
case the whole wall of the rectum must be divided down into the peri- 
rectal cellular tissue. 

2. Closure of the Anus tiy a Membranous Diaphragm. — The mem- 
brane in these cases may be of greater or less firmness and thickness, 
and may be composed of skin or of mucous membrane. It is some- 
times so thin as to bulge out with meconium when the child strains or 
coughs, and has been known to rupture spontaneously. It is also 
occasionally perforated, like the hymen, and allows the escape of con- 
siderable quantities of meconium, thus tending to conceal the actual 
condition till the faeces become solid and obstruction takes place. 

This is the simplest of all the forms of congenital malformation of 
the anus, and, unfortunately, one of the rarest. It is easily diagnos- 
ticated by simple inspection of the parts ; and the treatment consists 
in making a crucial incision through the membrane. The remains of 
the membrane, like those of the hymen, which it strongly resembles, 
will shrink up so as not to cause trouble or deformity. 

3. Entire Absence of the Anus y the Bectum ending in a Blind Pouch 
at a Point more or less distant from the Perineum. — In these cases there 
may be a slight depression at the point where the anus should be 
found ; or there may be no trace of the anal orifice, the raphe of the 
perineum extending over the spot and back to the coccyx. The pres- 
ence of a slight anal depression is not to be considered as an indication 
that the rectal pouch is near the surface—in fact, some of Cripps' 
figures would seem to indicate exactly the reverse. The external 
sphincter muscle is also sometimes present and at others entirely 
wanting. The pouch of the rectum in these cases may hang loose in 
the pelvis or abdominal cavity, or be attached to some adjacent part ; 
and the space between it and the perineum may be filled up with 
cellular tissue, or, in other cases, a distinct fibrous cord may be 
traced from the rectal pouch to the skin, as is shown in the plate 
(Fig. 12). 

If the pouch of the rectum be not at too great a distance from the 
skin, a sense of fluctuation may be felt by firm pressure with one 
finger over the anus and the other hand on the abdomen. In females, 
valuable aid in diagnosis may be obtained by the introduction of a 
finger into the vagina. The use of a stethoscope over the anus, and 
of percussion on the abdomen, have been recommended to detect 
the rectal pouch filled with gas; also irritation of the skin over 
the anus to provoke efforts at defecation. An effort should always 
be made, where there is complete absence of the anus, to discover 
whether the rectum may not have some outlet through the bladder or 
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vagina, which will place the case in one of the classes soon to be de- 
scribed. 

4. The Rectum may be the same as in the Last Variety, and the Anus 
be Normal (Fig. 13). — The septum which separates the rectal and 
anal pouches in this case is generally within easy reach of the anus, 
and may be so thin as to permit a sense of fluctuation. In most cases, 
however, the septum is thicker, and is composed of cellular or fibrous 
tissue, lined both above and below by mucous membrane. It may be 
perforated, like the hymen, at some point, and allow of the slow 
dribbling of meconium. There may also be more than one septum. 



Fia. 12.— Rectum ending in a Blind Pouch. 

Voillemier reports one case in which the rectum was divided in this 
way into four distinct compartments, the upper one containing meco- 
nium and the others mucus. There is generally little difficulty in the 
diagnosis of these cases, provided only a digital examination be made 
when the infant begins to show the effects of the obstruction ; but the 
danger lies in the fact of the normal anus, which is apt to allay sus- 
picion as to the true nature of the difficulty. 

In the diagnosis of the third and fourth varieties it is of the great- 
est importance to determine the position of the rectal cul-de-sac. Un- 
fortunately this is seldom possible with any degree of accuracy. If 
the pelvis be of normal shape and the genital organs in the natural 
position ; if on crying or straining there is a distinct protrusion in the 
anal region, then the probability that the pouch is within easy reach 
is strong. But the cases in which any protrusion or fluctuation can 
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be detected, even by tickling the perineum, pressing upon the abdo- 
men, or exciting the child to sneeze or cough, are very rare ; and any 
attempt to cause a protrusion by the use of purgatives is utterly un- 
justifiable. 

It has been recommended to delay operation for a day or two, if 
the symptoms are not very urgent, in order to give the rectum an 
opportunity to become more distended and prominent. Such advice 
is quite erroneous, as, in the first place, the meconium becomes less 
by the absorption of fluid, and — what is more important — while we 



Fig. 13.— Rectum ending in Pouch : Anus Normal. 

are waiting the time may slip away when alone a chance of success 
exists. 

Nearness of the tuberosities is often a sign that the rectal cul-de-sac 
is high up. Exploration by the bladder or vagina sometimes gives 
useful results ; for if the vagina or bladder fill up the concavity of 
the sacrum, it is proof that the intestinal cul-de-sac is high up, and 
colostomy is indicated from the first. 

5. The Anns may be Absent, and the Rectum may open by an Abnormal 
Anus at any Point in the Perineal or Sacral Region. — When the rectum 
terminates in the glans penis, the labia, or at some abnormal point in 
the perineum, the lower portion of it is usually of a fistulous charac- 
ter, as shown in the plate (Fig. 14), but lined by true mucous mem- 
brane ; and the anus, whether in the perineum or at the base of the 
sacrum or tip of the coccyx, is always narrow and insufficient for its 
purpose. A modification of this class of abnormalities is found in 
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those cases in which the rectum terminates in two openings at a greater 
or less distance from each other. 

6. The Anus may be Absent and the Rectum may end in the Bladder, 



Fig. 14.- Rectum ending in Glans Penis. 



Urethra, or Vagina (Fig. 15). — Forty per cent of all cases are included 
in this class, and that in which the rectum opens into the vagina is 



Fig. 15.— Rectum ending In Bladder. 

the most common. In females the opening is seldom, if ever, into the 
bladder, but sometimes it is into the urethra. In males it is more 
often into the bladder than into the urethra, and in such cases the 
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rectum may terminate either by a narrow duct running obliquely 
through the bladder and opening in the bas-fond between the orifices 
of the ureters, or by a free opening. The symptoms of this condition 
will of course vary greatly according to the location of the abnormal 
opening. When the communication is between the rectum and blad- 
der, the fact will be shown by the mixture of the meconium with the 
urine, rendering the latter thick and greenish in color. The amount 
of meconium present will also indicate whether the opening is large or 
small. This condition is generally fatal, from the development of 
cystitis and from iptestinal obstruction, unless it be relieved by the 
appropriate surgical interference. 

When the communication is urethral in the male, the meconium 
will often escape independently of the act of urination ; and although 
the first flow of urine may be mixed with meconium, the remainder 
will be clear. The prognosis is not as bad in these cases as in the 
vesical variety, several being recorded in which life has been pre- 
served for a number of years. Gross relates one case in a man aged 
thirty, and Bodenhamer cites several others in which children have 
lived three or four years. 

In the female the prognosis is more favorable than in the male, 
from the greater facility with which the meconium escapes. 

When the abnormal opening is between the vagina and rectum, 
and is of considerable size, as it generally is, the prognosis is not nec- 
essarily grave. Women have been known to live to a good old age, 
even to reach one hundred years in the case of Morgagni, with this 
malformation, and to perform all the duties of wives and mothers, 
without even being conscious of anything abnormal (Founder, 
Ricord). 

In absence of the rectum, if there exists a vesical communication 
the intestine is high up and colostomy is indicated ; if, on the other 
hand, there exists a communication with the urethra, the intestine is 
low down and should be searched for in the perineum. When there 
is a communication between intestine and bladder, the possibility of a 
malformation of the ureters and of the genital tract must be borne in 
mind. 

Through the kindness of Dr. Nichols, of Barton, Vt., I am en- 
abled to place upon record the following exceedingly interesting and 
possibly unique case : 

The patient, a man of twenty -four, fairly well nourished, though 
weighing only one hundred and seven pounds at time of operation, 
was born' with an imperforate anus. The history beyond this is ex- 
ceedingly meagre from the fact that both his parents died in his child- 
hood ; but he knows that the opening was made in the perineum dur- 
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ing the first few days of life, and that there has always been a free 
communication between the bladder and the rectum by which urine 
escaped per rectum and faeces per urethram. He states that he has 
frequently gone for three months without faecal evacuation of any 
sort ; and that after such a period it is not unusual for him to fill two 
chamber utensils full of solid matter. On examination there is found 
a deep anal depression ending in a narrow, firm, undilatable slit run- 
ning antero-posteriorly, which admits the index finger with pain. 
The slit is surrounded by and located in firm fibrous tissue. Through 
this slit the finger impinges upon an immense faecal impaction extend- 
ing above the umbilicus and filling the entire lower abdomen. Any 
attempt to break up or loosen the impaction or to pass the finger 
around it causes intense pain and free bleeding ; and the mass is so 
stony that hardly any impression can be made upon it with the finger. 
There is no sphincteric power (no sphincter), and the usual fluid dis- 
charge existing with impaction is caught in a large sponge which the 
patient has been always in the habit of wearing against the anus. 
Under ether it required the united efforts of two men and two nurses 
forty-five minutes to break up and wash out the faecal mass. No at- 
tempt was made to estimate its weight, its size being sufficient indica- 
tion of the amount, and its stony hardness of the time it must have 
been present. A sound passed into the urethra revealed an entire 
absence of corpus spongiosum for about an inch and a half in front 
of the triangular ligament, its place being taken by a thin membrane 
which separated the urethra from the rectum. This membrane was 
absent at one point for a space about one-third of an inch in diameter, 
through which communication with the rectum existed. 

The usual incision for colostomy was made on the left side, and, 
as had been predicted before opening the abdomen, no descending 
colon was to be found at the usual site. Instead of this an immense 
muscular pouch was found spreading like an apron over the entire 
small intestine in contact with the abdominal muscles, and reaching 
from the anus to the diaphragm. I cannot describe this better than 
by saying that at first it felt like a greatly dilated stomach, but as 
part of it was pulled through the incision, it was seen to be at least 
three times as thick as any human stomach, and that the mesenteric 
veins spreading over it at regular intervals of a little more than an 
inch were two-thirds the size of an ordinary lead pencil. The mus- 
cular layer was hypertrophied to such an extent that each fasiculus 
could be plainly distinguished with the eye. This pouch was replaced 
and a long rectal bougie passed per anum for a guide. The end of 
this being brought out of the incision, was found to be enclosed in 
this same muscular pouch, proving that this was the only descending 
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colon we were to find. It was therefore followed up several inches, 
when at about the point which I should judge would ordinarily mark 
the end of the transverse and beginning of the descending colon, it 
rather suddenly narrowed into something more like a greatly hyper- 
trophied large bowel, and here an artificial anus was established with 
the usual spur, under the gut through the mesentery. The wall of 
the gut when cut away still showed a muscularis at least three times 
the ordinary thickness. Other congenital defects casually noted dur- 
ing the operation were absence of development of the muscles of the 
left thumb, and almost complete absence of both radial arteries. 

7. The Rectum and Anus are Normal, but the Ureters, Uterus, or 
Vagina empty into the Rectal Cavity and Discharge their Contents through 
it. — This species of malformation is rare, and is usually attended by 
other signs of imperfect development. It is not incompatible with 
life or with conception. 

8. Total Absence of the Rectum.— This variety differs only from the 
third in the amount of the rectum which may be absent. It may or 
may not be attended by an absence of the anus, but is usually only 
one of the signs of arrested development. The blind pouch of the 
rectum may hang loose in the abdomen or pelvis; may be attached at 
the base of the sacrum or to some of the adjacent parts; or may be 
continued down as a fibrous cord to the site of the anus. 

9. Absence of the Large Intestine. — This is also attended by an ab- 
sence of the normal anus, the place of which is supplied by an abnor- 
mal opening in the umbilicus, or at some remote part of the body, as, 
for example, the side of the chest, or the face. With this abnormal 
opening the small intestine, or what remains of the colon, communi- 
cates. 

Thus far only arrests or excesses of development have been men- 
tioned. The rectum and anus are, however, liable to certain diseases 
during foetal life which may result in narrowing or completely obliter- 
ating their calibre. Among these are enteritis and proctitis. 

The longest possible period of life in a child with absolutely im- 
pervious rectum has not yet been determined. In a case reported by 
Cripps the diagnosis was made on the third day, but treatment was 
not permitted, and the child was brought back thirty days later, still 
to all appearances quite well, but with distended abdomen and faecal 
vomiting. How much longer she might have lived had not operative 
measures been immediately fatal cannot be judged. Another case 
has been recorded in which the trocar was used on the twenty-seventh 
day, giving temporary relief, and there are accounts of even longer 
periods. 

The prognosis depends in great measure upon the form of the 
3 
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anomaly. In the varieties first described, in which the condition is 
easily remedied, it is exceedingly good. It is also good in cases in which 
the rectum communicates with the vagina. In all the others it is bad, 
and too much must not be expected from the line of treatment to be 
described. An opening may be made either in perineum or groin, 
life may be prolonged, immediate relief may be given, and occasion- 
ally adult age may be reached in comfort ; but the operations them- 
selves are severe and sometimes fatal, and when immediately success- 
ful the children do not seem to thrive. Cripps has tabulated one 
hundred of these cases of all varieties, and his table is very instruc- 
tive. It is as follows: 

16 cases colon opened in groin 11 died. 

QUUUUM 2 U 

17 " puncture 14 u 

8 " coccyx resected 5 u 

39 " perineal dissection or incision 14 u 

14 " communication with vagina 1 tt 

3 rt miscellaneous 3 u 

100 u 50 u 

Of the fifty deaths, fourteen were from peritonitis, ten from fail- 
ure to give relief, and nineteen more probably from the same causes, 
though the cause is not recorded. In spite of this unfavorable show- 
ing, the surgeon must do what he can. There is always the hope that 
the rectum may be reached from the perineum; and even if this fail, 
a child with an artificial anus in the groin may be very comfortable. 

The treatment of the class of congenital contractions of the anus 
and rectum, and of the class of membranous septa, has already been 
referred to and is exceedingly simple and generally attended by good 
results. The treatment of the remaining varieties, except the eighth 
and ninth, which do not admit of surgical interference, may be guided 
by the following general propositions: 

1. An Operation should ahcays be performed without Delay. — There is 
nothing to be gained by waiting for the rectal pouch to become dis- 
tended with meconium, and there is much to be lost. If the obstruc- 
tion be complete, death is a necessary result ; being produced, gener- 
ally within the first week, by peritonitis, rupture of the overdistended 
bowel, or by a gradual wasting without acute symptoms. Even in 
cases in which a certain amount of meconium makes its escape by a 
narrow orifice, and delay is not, therefore, as necessarily dangerous as 
in cases of complete obstruction, nothing is to be gained by delay, 
and an immediate operation may avoid a paralysis of the bowel from 
overdistention. 

The only exceptions to the rule of early operation are those in 
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which there is a free communication between rectum and vagina. The 
patient is in no danger, and the operation can be performed better as 
the parts become better developed. And, again, in cases of commu- 
nication between the rectum and urinary tract the demand for opera- 
tion is not immediate, and time may be taken to watch the case and 
determine whether the opening be vesical or urethral. In fact, sev- 
eral weeks often elapse before such a child is seen at all by the surgeon. 

2. If there be any Chance of establishing an Opening at the Normal Site 
of the Anus, the Surgeon should at first direct his Attention to this Pro- 
cedure. — And since in most cases it is impossible to tell that the rectal 
pouch may not be within easy reach from the perineum, it is generally 
good surgery to make a tentative incision at this point. 

Before attempting any operation on a child's pelvis, the surgeon 
should remember the exceeding smallness of the space in which he is 
obliged to work, even in its natural state; and also that the normal 
measurements may be decreased in any case of congenital malforma- 
tion. These normal measurements, according to Bodenhamer, who 
made them on two new-born, well-developed male infants at full 
term, are as follows: 

First case : From one tuberosity of the ischium to the other, one 
inch and one line. From the os coccygis to the symphysis pubis, one 
inch and three lines. From the os coccygis to the promontory of the 
sacrum, one inch and two lines. 

Second case : From one tuberosity of the ischium to the other, one 
inch. From the os coccygis to the symphysis pubis, one inch and one 
line and a half. From the os coccygis to the promontory of the sa- 
crum, one inch and one line. 

The means at the disposal of the operator for reaching the rectal 
pouch through the perineum and establishing a new outlet consist in 
puncture, incision (proctotomy), and the formation of a new anus 
by a plastic operation (proctoplasty). The operation by puncture 
consists in plunging a trocar through the perineum in the supposed 
direction of the rectum for the purpose of establishing an outlet. It 
may be done without a preliminary incision, or after a careful dissec- 
tion which has failed to reach the desired point. 

3. The Use of a Trocar as an Aid in finding the Rectal Pouch, before 
or after Incisions through the Perineum, is not sanctioned by Modern Sur- 
gical Authority. — In the faint hope of finding one thing which he does 
not know to be there, the surgeon takes the risk of wounding two 
things which are always there— the peritoneum and the bladder — and 
a wound of either of these may be fatal. 

Another and almost equally strong objection to this procedure is 
the fact that it is utterly useless even when successful. It allows of 
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an immediate escape of the contents of the bowel, but that is all. No 
such opening can be made to do duty permanently as an anus by any 
amount of care or subsequent dilatation. 

The peculiar mortality attending the use of the trocar is shown by 
the fact of fourteen deaths in seventeen punctures, mostly from peri- 
tonitis. The conformation is often such that it is impossible to avoid 
peritoneum even when a successful puncture is made and meconium 
is evacuated ; for the peritoneal sac may extend down on the lower 
end of the cul-de-sac so as nearly to cover it, then be reflected on to 
the bladder in the usual way. In such a case, if a puncture be made 
from below, the trocar will enter and leave the peritoneal cavity 
before reaching the rectal pouch, and when this is reached it is simply 
allowed to drain into the peritoneal cavity after removal of the in- 
struments. 

4. The Results of Attempts to establish an Outlet for an Imperforated 
Rectum by means of Incisions alone through the Perineum are not favorable 
as regards the production of a Useful Anus. — The operation consists in 
cutting through the perineal tissues, stroke by stroke, until the rectal 
pouch is reached and opened. The incision should be longitudinal 
and should reach from the scrotum to the tip of the coccyx. Should 
the fibres of the external sphincter be encountered beneath the skin, 
they may be carefully separated as near the median line as possible 
and drawn to each side. The direction of the dissection, which it is 
needless to say should be made with the utmost care, should be back- 
ward toward the concavity of the sacrum in the line which the rectum 
normally follows. Additional safety may be secured by the introduc- 
tion of a sound into the male bladder or the female vagina. The fin- 
ger is to be frequently used as a director in exploring for the rectal 
pouch while the hand of an assistant makes pressure on the abdomen. 
In this way the dissection may be carried to the depth of an inch 
or possibly an inch and a half; but at this point, if unsuccessful, it 
should be abandoned for fear of wounding the peritoneum. 

This operation, though it may be successful in allowing the escape 
of meconium and in prolonging life, does not, in most cases, result in 
a useful anus for any great number of years. This is the experience 
of the greater number of writers upon this subject. Van Buren says: 
"I have in several instances succeeded, by careful dissection, in 
reaching a fluctuating point of a blind rectal pouch, and in establish- 
ing a free outlet for the meconium, but in no case has it proved per- 
manently useful. It has always been necessary to employ bougies or 
tents more or less constantly to keep the new canal from contracting, 
and the care, and pain, and trouble of fighting against the closing 
stricture, and the persistent tendency to obstruction and fecal accu- 
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mutation, have invariably led to early death. At present I know of 
no such case treated in this way in which a permanently satisfactory 
result has been attained." Amussat, Sir Benjamin Brodie, Velpeau, 
Benjamin Bell, and many others, have borne testimony to the same 
effect. On the other hand, cases are occasionally seen in which the 
result is more favorable, but they constitute a small minority of the 
whole. What the operation really accomplishes is the formation of a 
faecal fistula, with all the discomforts attendant upon such a condition. 

Proctoplasty. — This operation is the same as the last, with the 
addition of two important features. In the first place, the rectum is 
drawn down and stitched to the skin ; and, second, to facilitate this, 
when necessary, either the new anus is made just at the tip of the 
coccyx, or that bone is exsected and the anus made in the place it 
occupied. Where much of the lower end of the rectum is deficient, 
it may not be possible to draw the cul-de-sac down to the skin without 
more traction and dissection than it is safe to employ. In such cases 
the excision of the coccyx, as originally recommended aud practised 
by Amussat, and more recently by Verneuil, besides adding to the 
chances of finding the rectal pouch, diminishes the distance over 
which the rectum must be stretched. Unfortunately, in the cases 
in which the operation is most needed — those in which the rectal pouch 
is farthest from the skin — the operation is not always practicable; and 
in other cases the adhesions of the rectum to the bladder or vagina 
may be an insuperable obstacle. 

The treatment of the class of cases in which the rectum opens into 
the vagina offers a fair chance of success. If the opening be suffi- 
ciently large to permit of free evacuation, there need be no hurry to 
operate before the age of puberty. At this time the conformation of 
the parts will have changed, there will be more room in which to 
work, and a better result may be obtained. Also there sometimes 
develops such an amount of sphincteric power in the vagina, and so 
little inconvenience is caused by the condition, that the surgeon should 
seriously consider the propriety of any interference whatever. Cases 
are on record in which this malformation has existed in wives and 
mothers without their ever having suspected that they were different 
from other women. On the other hand, if the opening be merely 
fistulous in character and only large enough to permit of dribbling of 
meconium, the condition will grow more serious as life advances ; and 
as the character of the faeces changes from fluid to solid, more or less 
obstruction begins to be manifest, the colon becomes distended with 
solid matter, and the condition will end fatally unless relieved. 

The treatment of these cases is comparatively easy, because a bent 
probe passed through the vaginal opening and turned toward the 
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perineum marks the end of the rectum and can be cut down upon 
through the skin. After this has been done the rectum should be 
carefully dissected from the vagina and drawn down to the surface, 
if possible. This is known as Eizzoli's operation, and is performed 
as follows (Fig. 16): 

The instruments necessary are a knife, a uterine sound, small 
toothed retractors, blunt-pointed scissors, medium and fine full-curved 
Hagedorn needles, needle-holder, artery forceps, and fine catgut. 






-Rlzzoli's Operation. 

A shows tbe relative position of the parts and the line of Incision (dotted). B shows the parts sep- 
arated and the anus dissected out. C shows the operation completed. 

With the patient in the lithotomy position, and the feet either in 
the stirrups or the legs held up by a Clover's crutch, the vaginal anus, 
lower end of the rectum, vagina, and perineum should first be ren- 
dered thoroughly aseptic. The best way to accomplish this is first to 
wipe out the anus and rectum carefully with pledgets of iodoform 
gauze held in dressing forceps. Next wash out the rectum thoroughly 
with 1 to 500 bichloride solution, and plug it lightly, so as not to dis- 
tend it, with a pledget of iodoform gauze. The vagina and perineum 
should next be scrubbed with green soap and nail-brush, washed with 
bichloride solution 1 to 1,000, and finally with ether. 

The sharply curved uterine sound is passed into the rectum through 
the vaginal orifice. An incision is made in the median line reaching 
from the margin of the anal orifice in the vagina to the tip of the 
coccyx, and carried deeply enough to reach the surface of the rectum, 
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but not deeply enough to open it. The dissection of the rectum re- 
quires caution ; and when it has been exposed as far as possible by 
this median incision, the knife is to be carried round the vaginal anus, 
and the remaining part of the rectum separated from its connections 
until the anus can be placed without much traction in the posterior 
angle of the wound as near as possible to the coccyx. The separation 
of the rectum anteriorly should be freely doue, and after the separa- 
tion of the anus it is not difficult. The margin of the anus is next 
stitched to the posterior angle of the wound, next the sides of the 
vagina are united, and lastly the perineum. This order of procedure 
is of great importance when working in so small a space. Usually 
the faeces pass readily and no dilatation of the orifice is required ; but 
should this be thought too small, it may be enlarged by a posterior 
median iucisibn. It is essential that the anus should be fixed as far 
back as possible, as the tendency of cicatrization is to draw it for- 
ward, and after the effects of the operation have passed it will be 
found nearer the vagina than expected. In stitching the anus to the 
perineum the needle should never enter the calibre of the bowel, 
otherwise asepsis is at an end. The success of the operation will de- 
pend in great measure upon avoiding suppuration, and to do this in 
any operation involving the rectum requires the most elaborate pre- 
cautions. 

Pack the vagina lightly with iodoform gauze, cover the perineum 
with a separate piece of the same, and apply a T-bandage. The water 
should be drawn for the first three days, and the perineal pad changed 
at least twice a day. The bowels may be moved at the end of the 
second day with salines and an enema. 

In case of Failure to establish a New Anus in the Anal Region,, Colos- 
tomy should at once be performed. — The teachings of different authori- 
ties will vary as to the propriety of first performing the perineal 
operation before resorting to colostomy, according to the views of 
each one upon the question of the desirability of colostomy. Some 
follow the rule I have laid down, that it is always better to attempt 
the perineal operation when there is a chance of its succeeding; 
others limit the latter operation to cases in which the rectal pouch is 
known to be near the skin, and in all others turn their efforts at once 
toward the colon. The abdominal operation is obviously the only one 
when the rectum ends high up in the pelvis, and it is generally to 
be preferred in that class<pf cases iu which it opens into the bladder or 
urethra. After the performance of colostomy, when the child has 
developed, it may be possible to do a successful perineal operation 
and subsequently close the opening in the groin, but my one single 
attempt to do this ended fatally from the perineal operation. 
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CHAPTER IV. 

INFLAMMATION OF THE RECTUM. 

Proctitis may perhaps best be divided for the purposes of de- 
scription into simple and specific, the latter including the gonorrhoea^ 
syphilitic, and tuberculous varieties. And as both classes may be fol- 
lowed by severe results in the form of ulceration and stricture which 
together form such important subjects for study, these will be de- 
scribed in the succeeding chapters. 

Simple Proctitis. 

Catarrhal proctitis may be acute or chronic. The acute form is 
often due to irritatiou, perhaps from the presence of hardened 
masses of faeces in the rectal pouch more frequently than from any 
other cause. Ball thinks in some cases this may be due to chemical 
action the result of putrefactive changes. Of this I have no proof, 
but the direct mechanical irritation and subsequent ulceration caused 
in this way I have become familiar with from clinical observation. 

In children the presence of pinworms may cause sufficient irrita- 
tion to produce the same condition. Other causes are the abuse of 
drastic purgatives ; the prolonged sitting on a cold or wet seat ; and 
the existence of some other disease in or near the rectum acting as an 
irritant, such as a neoplasm, an intussusception, an abscess around 
the rectum, or a malposition of the uterus. 

Traumatic proctitis may arise from a multitude of causes. For- 
eign bodies which have passed along the rest of the canal may become 
lodged in the rectum, or may be introduced into the anus and cause 
direct injury to the rectum. It may be due to the frequent and im- 
proper use of the syringe by either the patient or a heavy-handed 
nurse. 

Chronic Proctitis. 

By far the worst cases of chronic catarrhal inflammation of the 
rectum I have ever seen were due to small, benign polypoid growths 
situated high up in the rectum. In some the disease had existed at 
least ten years aud had caused the usual amount of irritation. The 
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patients had all this time been treated for ulceration of the rectum ; 
acid had been frequently applied, the strongest astringents had been 
used, the " ulcer " had been cut and scraped; and when the polypus 
was finally removed, the mucous membrane, from anus to sigmoid 
flexure, was soft, thickened, boggy, granular, and bleeding freely. 
With all this there was no actual ulceration and no loss of substance, 
the most marked symptom being the profuse hemorrhage and mucous 
discharge. The only way of accounting for such a condition is by 
supposing that the polypus constantly acts as a foreign body, and to 
do this it need not be large. 

In almost all cases of prolapsus of any duration there will be found 
a certain amount of acute or chronic catarrhal proctitis complicating 
the original trouble and disappearing spontaneously with its removal ; 
and the same is true of many cases of internal hemorrhoids. The 
mucous membrane covering the tumors at first becomes inflamed, gen- 
erally from direct injury, and the inflammation thus commenced is 
continued up the rectum till the symptoms of proctitis or ulceration 
are superadded to those of the original trouble. 

A large class of cases of catarrhal proctitis is found among women 
with uterine misplacements. Any disease of the uterus which causes 
undue pressure upon a certain spot in the rectal wall may set up an 
inflammation of the mucous membrane at that point, the symptoms of 
which may mask the primary disease. Many cases of women suffering 
from rectal symptoms, with pains in the back, loins, and thighs, and 
the passage of bloody and mucous stools, will be found to come under 
this category. 

Another cause of catarrhal proctitis, according to Esmarch and 
Bushe, is gout, alternating with the manifestations of the disease at 
its usual localities. 

In the acute variety of catarrhal proctitis the inflammation does 
not extend deeper than the mucous membrane, which is congested 
and hyperamic. In the chronic the inflammation involves the sub- 
mucous and muscular layers. The acute generally ends in resolution 
in from eight to fourteen days, when the cause can be found and re- 
moved. It may, however, in severe cases go on to actual gangrene, 
extend the entire length of the large bowel, and terminate fatally, as 
I have seen in one instance. The chronic results in infiltration aud 
consequent thickening of the rectal wall, and may end in ulceration, 
either superficial and confined to the epithelial layer of the mucous 
membrane, or deep and involving the whole thickness of the mucous 
layer. What is described as follicular ulceration (ulceration affect- 
ing the mouths of the tubular follicles) may result from chronic in- 
flammation, and these ulcers, which are very minute at first, may 
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coalesce and gain in depth till they cause perforation of the bowel. 
When the perforation is above the peritoneal reflection a fatal peri- 
tonitis may result ; when lower down, an abscess or fistula. A chronic 
proctitis may in this way be a cause of stricture, and may result 
in the hypertrophy known as chronic parenchymatous proctitis. 
Chronic proctitis is also in some cases attended by a marked papillo- 
matous growth. 

I was surprised not long since to have one of my gynaecological 
friends in whom I have the utmost confidence remark to one of my 
lady patients, who told him she was under my treatment for catarrhal 
inflammation of the rectum, that such a condition was only a/a#on de 
parler. The patient had not found it so during many months of suf- 
fering and treatment for supposed uterine disease ; and I have not 
found it so in practice. Although the condition is a very real one, it 
is so often dependent upon some affection of the female geuitals. and 
so often curable by removal of this cause, that as an entity I can only 
suppose his attention had not been called to it during a long life of 
active practice. 

Symptoms. — The symptoms of this affection have been partially 
detailed in the cases which have been related. They are, in the acute 
form, a sensation of heat and weight in the part which may amount 
to actual pain, and may involve the bladder, uterus, and sacral region, 
and radiate into the loins and down the thighs. The anus also be- 
comes painful, red, and contracted, and in children the mucous mem- 
brane may become slightly everted from the swelling and tenesmus. 
The evacuations soon become painful and increased in number, and 
the fceces are streaked with mucus, blood, and pus. There is apt to 
be also a train of symptoms referable to the bladder and to the gener- 
ative organs, such as painful micturition, cystitis, and leucorrhoea. 

With these local symptoms there may be more or less constitu- 
tional disturbance, fever, and loss of appetite. As the discharge from 
the inflamed surface increases in amount, the desire to empty the 
rectum produces more frequent evacuations, so that while at first the 
fceces are only stained with pus and blood, later the evacuations con- 
sist entirely of the mucopurulent matter, and the anus may become 
excoriated by the discharge. 

In the chronic form the symptoms are all less marked. The most 
constant symptom is pain and uneasiness. The diarrhoea may alter- 
nate with constipation, and the discharge will occur only at the time 
of defecation. This condition may last for years. An examination 
of the rectum during the acute stage of proctitis will generally cause 
considerable pain. The rectal mucous membrane will be found in- 
tesely congested, and the temperature, as shown by the thermometer 



Digitized by 



Google 



INFLAMMATION OF THE RECTUM. 43 

or even by the finger, will be increased. In the chronic stage the 
solitary glands may occasionally be recognized as small round promi- 
nences in the substance of the mucous membrane. 

Proctitis is generally found associated with stricture of the rectum 
and is secondary to it. In these cases the mucous membrane below 
the stricture will be found congested and covered with pus or bloody 
mucus, while above it is eroded and destroyed, sometimes only super- 
ficially, at others for its entire depth. In such cases the other layers 
will be found hypertrophied, especially the circular muscular layer. 

Treatment. — The treatment of proctitis consists first of all in an 
endeavor to discover and remove the cause of the congestion, be it 
what it may. If hemorrhoids are at the bottom of the trouble they 
must be removed, and the same with polypus. In the cases associated 
with uterine disease it may be necessary to first turn the attention to 
this organ and rectify a displacement or operate upon a lacerated 
cervix. 

In treating the proctitis itself both local and general measures may 
be adopted. Absolute rest in bed, with a diet of milk, meat, and 
eggs, which leaves the least possible amount of faecal residue, should 
be strictly enforced. The bowels should be moved by saline cathar- 
tics in small doses to produce semi-solid stools, or by the compound 
licorice powder, or castor oil if the patient does not object to the dose. 
In the acute stage the pain and tenesmus may best be treated by injec- 
tions of starch water, bismuth, and opium, given in doses small enough 
to be retained. The use of the speculum or suppositories should be 
avoided on account of the pain caused by their introduction. 

In the chronic stage astringents are necessary, and sulphate of 
zinc, tannin, and nitrate of silver may each be tried. If the spot of 
diseased mucous membrane can be reached through a speculum, it 
may be painted with a five- or ten-grain solution of nitrate of silver 
and a brush. If the disease covers more surface, an injection of a 
solution of nitrate of silver (grs. ij.-§i.) will more likely come in 
contact with the whole affected part, and this should be followed im- 
mediately by a more copious enema of warm water. Such an appli- 
cation should not be made oftener than every second or third day. 

Specific Proctitis. 

The varieties of inflammation of the rectum due to venereal disease 
constitute a study which has never yet been mastered by either the 
syphilographer or the student of diseases of the rectum. Each has 
contributed a certain amount of information acquired by personal 
experience, but neither has ever completely covered the whole ground. 

Before considering the various forms in detail, a few words are 
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unavoidable as to the modes of their acquirement. They may result 
either from accidental contact or the practice of unnatural sexual 
vice. However disgusting this last phase of etiology may be, it can- 
not be set aside as a matter of ancient history, nor utterly disregarded 
in the practice of medicine of the present day. 

There are many points at which this subject comes within the 
field of the alienist and neurologist, rather than that of the surgeon ; 
and were it not for the physical changes and local lesions caused by 
it, we should much prefer to leave it to them. 

The French writers describe in detail the changes, malformations, 
and diseases of the rectum produced by paederasty. It is a well- 
attested fact that all the supposed physical signs of the vice may be 
absent in those who have practised it for years. A case reported by 
myself is one in point, and Kocher calls especial attention to the fact 
that among the Arab paederasts all of these signs are generally absent. 
Ligg describes a deaf-mute, thirty-five or forty years old, the victim 
of this habit, whose anus showed no trace of traumatism and was 
well closed, being marked only by an absence of the radiating folds. 
The mucous membrane of the rectum was also normal. 

Although there is a perfectly normal type of anus, the changes 
which may be found in it without indicating disease are numerous. 
The tonicity of the sphincter differs greatly in different people in 
health. In some a Sims' No. 8 speculum may be introduced without 
pain, while others can hardly tolerate the index finger. In some 
patients the radiating folds of skin are very strongly marked, while 
in others they are entirely absent ; and the depth of the anal depres- 
sion varies most strikingly in different people. 

The changes which unnatural intercourse is supposed to produce 
are relaxation of the sphincter, disappearance of the radiating folds, 
and an infundibuliform shape of the anus, together with, in more 
marked cases, fissures, lacerations, abrasions, ecchymoses, ulceration, 
abscess, hemorrhoids, fistulre, and incontinence. There is no doubt 
but that all of them may be produced in this way, but only under 
extreme conditions. It certainly would lead to error, however, to 
infer the existence of an unnatural practice from a lax sphincter or 
an absence of radiating folds in every case, or even in the majority of 
cases. 

In studying these changes and their value in diagnosis, it will be 
safer to admit that, although the prolonged practice of the vice may 
certainly cause them to appear, they may still all be absent in old 
cases, and their mere presence will seldom constitute proof of the 
practice without additional evidence, usually only to be obtained from 
the confession of the patient. 
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The physical signs which indicate this vice are of two kinds — those 
due to physical violence and those due to direct contagion of venereal 
poison. The former will vary according to the age of the passive 
party, the tightness of the sphincter, the size of the male organ, the 
amount of violence used, etc., and also according to the frequency of 
the act. In a young child, and sometimes in an adult, the injury may 
amount to actual laceration, and may be attended by profuse hemor- 
rhage in consequence; but it is more apt to show itself in abrasions, 
bruising of the parts, and ecchymoses. These injuries may be fol- 
lowed by abscess, and hence by resulting fistulae. 

In less marked cases a single act may be followed by pain in the 
rectum, increased by defecation ; tenderness to the touch, slight ero- 
sions, and perhaps by a slight sero-sanguinoleut or mucous discharge 
— in other words, by all the signs of acute proctitis. In cases of the 
long-continued practice, where marked changes have been caused, the 
physical signs are of a different character. Tardieu illustrates his 
work with a plate of a patulous anus in which the sphincter is entirely 
paralyzed ; and Borgeon describes the rectum of an idiot who for a 
considerable time had practised the vice, as much dilated and iu- 
fundibuliform in shape, the mucous membrane being blackish, swol- 
len, and ulcerated in spots, and the submucous and muscular layers 
hypertrophied to four or five lines in thickness — chronic proctitis. In 
such cases there will be incontinence of gas and faeces, fistulae, and 
perhaps stricture following the ulceration. 

With regard to the diagnosis in these cases, it will be seen that 
none of the signs enumerated are absolutely diagnostic, though they 
may be sufficiently so to excite the strongest suspicion. 

The injuries caused by the practice of rectal masturbation are 
often much more severe than those due to sodomy or paederasty. It is 
this secret vice which lies at the bottom of all the remarkable cases of 
foreign bodies found in the rectum, generally of old men who have 
lost natural power. A bottle in the rectum explains itself, and it is 
useless to call out the story of diarrhoea or constipation with which 
the sufferer always provides himself. 

One reason for the fatality of these cases of foreign bodies is found 
in the length of time the true condition will be concealed by the 
patient before his shame allows him to seek medical relief; and an- 
other is that in the futile attempts made by the patient to remove the 
body it is generally pushed farther up, or, if friable, is broken. 

Leaving, with this brief outline, the physical changes which may 
result from these practices, we come to venereal diseases of the rec- 
tum and anus which may be caused by them or in other ways. 

Proctitis due to sodomy or paederasty may be either simple or gon- 
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orrhceal. The former is due to mechanical violence ; and its presence 
without palpable cause, and associated with an eroded condition of 
the anus, is sufficient to excite a suspicion of the vice. The symp- 
toms are a sensation of heat and weight in the part, a frequent desire 
to go to stool, more or less pain, often extending to the bladder, sa- 
crum, and loins, and causing vesical tenesmus and a discharge of sero- 
purulent matter with the passages and between them. 

With these local symptoms, there may be more or less fever and 
loss of appetite, and an examination will reveal local rise in tempera- 
ture and a congested state of the mucous membrane. 

Gonorrhoea. 

True gonorrhoea of the rectum, arising either from direct conta- 
gion or by inoculation with pus flowing from the vagina over the anus, 
is very rare. Rollett reports a case due to direct inoculation from 
the penis to the rectum in a patient who was in the habit of intro- 
ducing his finger into the bowel to provoke a passage. 

Tardieu has never observed a case, and Gosselin saw only one at 
Lourcine in three years. 

Individual cases will occasionally be seen reported, and most of 
the standard writers acknowledge its existence. In my own practice 
I have never had occasion to suspect its existence but once, and then 
I could not be positive ; the patient — a woman — denying unnatural 
intercourse, and there being another explanation of the condition 
equally good. This was before the gonococcus was known. 

In some experiments made by Boniere, he found it very difficult 
to inoculate the rectal mucous membrane with gonorrhoea! pus placed 
upon it through a tube, though the anus was easily affected. On the 
other hand, Eequin believes it almost sure to follow passive paederasty 
with a person suffering from the disease. 

There can be no reasonable doubt from recent study that gonor- 
rhoea may affect both the anus and the rectal pouch, although no such 
diagnosis should be made without proper demonstration of the gono- 
coccus. A possible explanation of the failure of BoniSre's experi- 
ments may be that it is difficult to inoculate the healthy mucous mem- 
brane, while the rectum of a paederast may, on account of erosions and 
slight traumatisms, be more susceptible. 

Symptoms. — The severity of the symptoms will depend in great 
measure upon whether the disease be confined to the anus or extend 
into the rectal pouch. 

In gonorrhoeal proctitis all the symptoms will be more severe and 
more acute than in any of the simple varieties. The pain is greater, 
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the discharge very abundant and greenish in character, escaping with 
the stools and also by itself; the finger introduced will at once detect 
the increased heat of the part, and a speculum examination will show 
intense redness and congestion. The niucous membrane is covered 
with a thick discharge, bleeds readily when touched, and the follicles 
are enlarged and discharge pus. Although a very severe proctitis 
may be the result of other causes than gonorrhoea — such, for instance, 
as the prolonged use of drastic purgatives — the history of the develop- 
ment of the disease will be much more chronic. 

The irritating discharge from the anus may cause erosions and 
fissures, or previously existing fissures may become inoculated with 
gonorrhoeal pus and spread in superficial extent. The inflammation 
of the mucous membrane of the rectum may be so severe as to end in 
ulceration and loss of tissue ; or a chronic inflammation may succeed 
the acute which will be much more apt to escape diagnosis. 

Treatment. — This consists in rest in bed, hot sitz-baths, anodyne 
injections of warm starch water and opium, and irrigation through a 
double catheter with a solution of nitrate of silver, gr. i. or ij. to § i., 
or of permanganate of potash, 1 to 3,000. The diet should comprise 
milk and fluids, and the bowels should be kept gently acting with 
salines. By this means a cure may generally be affected in a fort- 
night or three weeks. 



Syphilis of the Eectum and Anus. 

We still hold as in previous editions that primary, secondary, and 
tertiary syphilis may each manifest themselves in the rectum and 
anus. 

Chancre. 

True chancre at the anus is not very uncommon, though it often 
passes unnoticed from the slight annoyance caused by it. In men its 
presence is very positive proof of paederasty, there being no chance of 
accidental inoculation as in women. When, therefore, P6an and 
Malassez give the proportion of one chancre at the anus to every one 
hundred and seventy-seven in other parts of the body in men, they 
also give some idea of the amount of unnatural vice existing in Paris. 
The same observers give the proportion as one in thirteen in women. 
These sores are most likely to be mistaken for simple abrasions, or, 
when between the radiating folds, for simple fissures. When typical 
in development they have the hard, raised outline and indurated base, 
but they are often mere erosions and strongly resemble the mucous 
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patch. There is very little discharge, and what there is is not auto- 
inoculable. They tend to spontaneous healing, but they may develop 
into mucous patches. Glandular enlargements in the groin should 
always be searched for, and in doubtful cases constitutional treatment 
may be delayed until the appearance of secondary symptoms. 

True chancre within the rectum has seldom been observed, though 
how common it may be as a result of unnatural intercourse will never 
be known, so little local and constitutional disturbance does it cause. 
Eicord, Fournier, and Vidal de Cassis each report a single case, and 
these are about the only ones recorded. In that of the last-named the 
induration is said to have been so great as to cause stricture — a state- 
ment which must of necessity throw doubt upou the diagnosis. The 
difficulties attending the diagnosis of such a sore are manifest. Its 
mere appearance would scarce be conclusive, and the absence of any 
other sore which might be followed by general symptoms would need 
to be fully established, which in a woman is a very difficult thing to 
do. 

Dr. F. Hartley has reported a typical and well-studied case of 
chancre within the rectum. Male, aged thirty -two, organist; ad- 
mitted to Roosevelt Hospital September, 1890. No tuberculous, renal, 
or cardiac history in family or self. Denied all previous venereal 
history. Had had dysentery some yearn previous. 

About three weeks before admission patieut had noticed severe pain 
on defecation, and a small lump just within the anus; pain had con- 
tinued; tenesmus after each passage. Occasionally blood at stools. 
Had suffered from constipation a long time. 

An ulcer was found just one inch from the anal margin; it was 
about the size of a quarter of a dollar ; the base was indurated and the 
ulceration very superficial ; sacral glands were enlarged ; no evidence 
of any other lesion. 

Under ether the ulcer was cauterized with Paquelin cautery and 
dusted with iodoform, and the patient placed in the wards to await 
evidences of constitutional syphilis. Ten days later there was roseola 
over chest and abdomen, and twenty days later still a papular syphi- 
lide of face, forearm, trunk, and portions of the extremities. The 
rectum was by this time healed, and the patient was put upon anti- 
syphilitic treatment. 

He subsequently confessed that three weeks before admission he 
had been the victim of another man. 

Four other well -authenticated cases have been collected by 
Perceau. ' 

1 " fetude sur le chancre syphilitique du rectum." Th&se de Paris, 1893-94, No. 
110. 
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Secondary Syphilis. 

The secondary manifestations of syphilis around the anal region* 
are some of the syphilodermata, mucous patches, condylomata, and 
ulceration. 

The Mucous Patch. 

Mucous patches are very frequent and assume two distinct* forms, 
the ulcerative and the vegetating. The latter begins as a slightly 
raised red papule, which may after a time become a mere erosion or 
a distinct ulcer. They are generally multiple, and may be seated 
around the anus, within the radiating folds looking exactly like sim- 
ple fissures, or anywhere in the auo-perineal region. 

They are easily confounded with either chancres, or chancroids, or 
fissures, and the differential diagnosis may be extremely difficult, and 
only to be made by the history and the results of treatment. The 
points to be sought for are the raised edges and the grayish pellicle, 
which are not found in simple fissures. 



Condylomata. 

The surface of a mucous patch sometimes becomes elevated by an 
upward growth of branching papillae, with production of connective 
tissue and dilatation of the blood-vessels. When this development 
has reached a considerable extent, a cauliflower appearance is the 
result, and what was at first a simple mucous patch may become a 
large, warty vegetation surrounded by other similar growths which 
have sprung up around the original lesion, and which are due to 
direct auto-inoculation. 

These are known as vegetating mucous patches, vegetating condy- 
lomata, condylomata lata, syphilitic condylomata, etc. ; and it is to 
them, to the exclusion of other warty growths of non-syphilitic origin, 
and of tags of hypertrophied skin due to non-specific inflammation, 
that the name of condylomata should be limited. 

The vegetating mucous patch is particularly common around the 
anus, and sometimes grows to a large size, nearly filling the inter- 
gluteal cleft. The secretion is in the highest degree infectious, and 
is also autoinoculable. The spreading of the growth, where it comes 
in contact with a moist surface, may be accounted for by direct auto- 
inoculation, and also by the general syphilitic infection, which at this 
stage is particularly apt to manifest itself in mucous patches at any 
point in the body which is both moist and irritated. These growths 
4 
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are therefore found most developed in fat people of uncleanly habits 
in either sex. 

The treatment is both geueral and local. Mercury is given for 
the syphilitic infection, of which these growths are the proof, and the 
sores themselves are treated by the application of calomel or iodoform 
in powder, by astringent washes, and by the interposition of pieces of 
lint between the warts and healthy parte to avoid further local con- 
tamination. 

Should the growths not yield rapidly to this treatment, they may 
be freely destroyed by acid. 

One point of great interest in connection with these syphilitic con- 
dylomata is that they very closely resemble (so closely that to dis- 



Fio. 17.— Condyloma Lata, or Vegetating Condyloma (Bumstead and Taylor). 

tinguish between them by gross appearances may be impossible) an- 
other variety of warty growth which is often seen in the same place, 
but which has nothing to do with syphilis and may be entirely inde- 
pendent of any venereal disease whatever. 

Mucous Patch within the Rectum. — Do mucous patches ever occur 
within the rectal pouch? From analogy with the fauces alone it 
would probably be safe to answer in the affirmative ; but this is one 
of the points on which clinictil evidence is especially to.be desired. 
Molliere is the only observer with whom I am acquainted who has 
reported such a case. He describes a white, pearly, rounded plaque, 
in a subject evidently syphilitic, about 1 cm. in diameter and 5 cm. 
above the anus. 

It is known that any ulcerative lesion, often of a very trifling 
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nature originally, may in the rectum, under the influence of the irri- 
tation of the faeces, assume considerable proportions ; and it has been 
assumed rather than proved that a mucous patch in the rectal pouch 
may in this way become the cause of destructive ulceration, and subse- 
. quent cicatrization, and hence of stricture, so-called syphilitic. There 
is no clinical proof- of this, as far as my reading goes, nor are we 
forced to accept any such theory, however probable and plausible it 
may be, to account for the strictures and ulcerations of the rectum 
which arise during the secondary stage of syphilis. 

At this point we have to leave this question, with the others, for 
future accurate clinical observation, only observing that, as Mollidre 
points out, at no other part of the body are mucous patches followed 
by retractile cicatrices. 

Tertiary Syphilis of Anus and Rectum. 

The tertiary manifestations of syphilis at the anus and within the 
rectum are the deep ulcerations, the gummata, and the so-called ano- 
rectal syphiloma. 

Secondary and TeHiary Syphilitic Ulcers. — Of the existence of syph- 
ilitic ulceration of the anus and rectal pouch occurring in the late 
secondary or early tertiary stage of the disease, there can be no more 
doubt thau of the existence of the same condition in the fauces and 
trachea, where it is more easily discoverable and hence has been more 
often described. The ulcer is due to the deposit of syphilitic tubercle 
in the skin or mucous membrane, which rapidly comes to the surface, 
disintegrates, and leaves a small, well-marked loss of substauce, with 
clearly cut edges and yellowish, purulent base. 

When these ulcers coalesce there is sometimes great destruction of 
tissue, and large cicatrices follow their healing. Their favorite seat 
is the lower part of the rectum, and when found in great numbers they 
will gradually decrease in frequency as the bowel is followed upward. 

This form of ulceration has been long recoguized and has been 
thoroughly described, but better studied on the post -mortem table 
than in the consulting room. When found within the rectal pouch it 
is, to my mind, often entirely independent of any venereal lesion at 
the anus which may extend into the rectal pouch. It is syphilitic, 
and it belougs to a late stage of syphilis. It is, moreover, syphilitic 
ulceration of the rectum, and not of the anus, and it begins an inch or 
more above the external sphincter. 

While thus freely admitting what others have described and what 
I have myself seen in a few cases— the existence of syphilitic ulcera- 
tion of the rectum, I believe it to be a rare condition, one often, 
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although not always, curable by constitutional treatment; and one 
which seldom accounts for the condition of hypertrophy of the sur- 
rounding tissues and stenosis so commonly described as "syphilitic 
stricture of the rectum," although occasionally it may do so. Both 
chancroids and secondary syphilitic ulcers may cause a stricture, but 
only in very rare cases, and the contraction is then cicatricial rather 
than hypertrophic. 

These ulcerations may assume large proportions, extend far into 
the rectum, destroy anus, perineum, aud recto-vaginal septum, and 
still cause no contraction ; but as a rule, after cicatrization there will 
be more or less stenosis of a cicatricial character and without the 
hypertrophy which is the essential feature of the commonly so-called 
syphilitic stricture. 

Ghimmata. 

The other tertiary manifestations of rectal syphilis are neoplastic 
in character. Circumscribed gummy deposits of greater or less extent 
have been quite frequently noted, and are scarcely as rare as would 
seem to be indicated by the statement of Fournier that he had never 
seen a case. Other observers have reported isolated cases, notably 
Mollifere, Verneuil, and Taylor. 

The deposit may occupy any part of the circumference of the 
bowel, and in one of Taylor's cases was located in the recto-vaginal 
septum, and had ulcerated through, causing a fistula. The diagnosis 
of such a tumor, with its attendant ulceration, offers but few difficul- 
ties, and the treatment is both local and constitutional. 



Ano- Rectal Syphiloma. 

Instead of being circumscribed, this gummy deposit has been de- 
scribed as involving the whole circumference of the bowel, aud ex- 
tending from the sphincter as far as the upper limit of the rectal 
pouch. This is what Fournier has named anorectal syphiloma, and 
what he believes to be the explanation of the cases of so-called syph- 
ilitic stricture. For, although he recognizes that stricture may result 
from late secondary ulceration in the manner we have described, he 
believes that stricture from this cause is infrequent as compared with 
that produced by this diffuse deposit in the rectal wall. 

As described by him, the disease commences as an infiltration of 
the rectal wall by this neoplasm. The deposit is entirely submucous, 
and occurs by preference in the rectal pouch, and always encircles 
the whole calibre. It may also involve the anus, and may take the 



Digitized by 



Google 



INFLAMMATION OF THE RECTUM. 53 

form of anal tags and tumors described when speaking of condylo- 
mata. 

At first it merely causes thickening and stiffening of the gut, so 
that it loses its dilatability, but there is no contraction and no ulcer- 
ation until later. As the deposit increases in amount, the mucous 
membrane over it loses its vitality and becomes ulcerated, and the 
deposit itself finally degenerates into fibrous tissue, retracts, and 
causes stricture. 

This description of the gross appearances and general characteris- 
tics of the so-called syphilitic stricture will be recognized by all, but 
that Fournier was correct in his belief that ano-rectal syphiloma was 
the most frequent or, indeed, even a frequent cause of stricture, I can- 
not believe. Fournier was not describing any uew affection, but sim- 
ply under a new name "ano-rectal syphiloma," endeavoring to give a 
complete history of the origin and development of the ordinary stric- 
ture as seen by every practitioner, and commonly attributed to syph- 
ilis for lack of positive knowledge as to its etiology, and his descrip- 
tion in many points corresponds with clinical experience. 

Of the existence of the syphilitic infiltration he describes, and of 
the stricture resulting from it, there can be no question. Qu6nu re- 
ports in detail a most interesting case of a syphilitic woman under 
his observation for years, in whom there developed successively an 
ulceration at the anus which was cured by constitutional treatment 
and local dressings ; and a rectal syphilide, which from a simple cyl- 
indrical plaque with distinctly limited outlines was progressively 
transformed into a stricture. 

It must be admitted that in most of these cases of stricture there are 
more infiltration of the rectal wall, more occlusion of the canal by 
hard masses of tissue — more extensive disease, in other words — than 
can be accounted for by mere cicatricial contraction ; but that such a 
process as Fournier describes is the usual cause I cannot believe, for 
the simple reason that I have seen too many such strictures where 
there was no syphilis. 

This question will be referred to again under Stricture. 

Treatment. — The treatment of the syphDitic affections has been in- 
dicated. But little remains to be said on this score except that both 
the constitutional and the local treatment are apt to be unsatisfactory, 
and active surgical intervention by destructive cauterization or exci- 
sion is often indicated. 

In the extensive destruction of the rectum sometimes seen, the case 
may generally best be abandoned at once to a colostomy or an extir- 
pation of the rectum. 
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Congenital: Syphilis of Anus and Rectum. 

Ulcers. — The slight ulcerations so often seen around the anus of 
the child born with syphilis need not detain us, their characteristics 
being so well known and their treatment offering so little difficulty. 

Ano-Rectal Syphiloma in the New-Born. — Ball has recorded the case 
of a child aged ten, affected with the Hutchinson teeth, an interstitial 
keratitis, and an infiltration of the walls of the rectum, which he 
classed as the anorectal syphiloma of Fournier. 

The following case in which I was consulted by Dr. Ill, of Newark, 
N. J., is similar. The child, a girl aged fourteen, had been suffering 
since the age of nine. The usual manifestations of anorectal syph- 
iloma were perfectly characteristic, the labia were enormously hyper- 
trophied, and the destruction of the rectum was so great that a colos- 
tomy was advised. In this case there was a perfectly clear history 
of congenital syphilis, and acting upon this Dr. Ill succeeded in ar- 
resting the disease and effecting a practical cure by constitutional 
treatment. 

Gummata. — Tuttle has recorded the case of a girl of two years suf- 
fering since birth from an inflammation around the rectum. There 
was a tubercular syphilide around the anus, three small but distinct 
gummata within the rectum, and a papular syphilide on the body. 
The father had at the time a tertiary eruption, and both were cured 
by constitutional treatment. 

Tuberculosis of the Anus. 

If by tuberculosis we mean exclusively, as we should, a deposit or 
an ulceration in which the tubercle bacillus can be demonstrated to 
exist, then tuberculous manifestations at the mucocutaneous junction 
of the anus are exceedingly rare, and several affections which have 
been rather loosely characterized as tuberculous must be omitted from 
this category until by further examination their microscopic character 
has been established by this crucial test. 

If, on the other hand, the word tuberculous is used, as it has long 
been, to designate an unhealthy non-reparative ulcerative process in a 
patient otherwise tuberculous or with tuberculous tendency, then seve- 
ral affections may be grouped under this heading — lupus, rodent 
ulcer, esthiomene. 

It is a well-known clinical faet that any simple ulcer in this place 
will naturally be governed in its course by the general condition of 
health of the patient ; and that if such patient be tuberculous, diabetic, 
or subject to kidney disease, the local ulcerative process may respond 
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to the general condition without in any way changing its special 
character. 

Clinically we at rare intervals see upon the verge of the anus an 
ulcer which in spite of any treatment spreads in depth and surface 
until it causes the death of the patient. From its onset it is of an 



Fig. 18.— Tuberculous Ulceration. 

unhealthy type, showing little reparative action, spreading in one 
place while perhaps healing in another, but all the time growing 
larger. 

The characters by which such an ulcer may be recognized are : its 
pale red surface covered with a small quantity of serum, but devoid 
of healthy pus, and appearing as if varnished ; the absence of all sur- 
rounding inflammation and of the granulations which exist in a 
healthy sore ; its tendency to spread in depth rather than on the sur- 
face; the absence of any marked pain; the regular outline ending 
abruptly in healthy skin ; and, above all, its chronicity and the utter 
failure of all remedies to affect its steady course. The diagnosis of 
tubercle may be confirmed by the microscope. The tubercles caseate 
and break dow r n, forming funnel-shaped ulcers. New tubercles are 
constantly formed in the bases and edges, and these in turn break 
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down and increase the size of the ulcer, while several ulcers may 
finally coalesce. The process is sometimes limited in depth to the 
muscular layer, and at others only by the peritoneum. 

Esthiomdne. 

Under this title and that of lupus exedens of the ano-vulvar region 
a number of phagedenic ulcerations complicated with more or less 
hypertrophy of the nature of elephantiasis have been described; 
but with our modern pathology the word has come to have no exact 
scientific meaning. 

R. W. Taylor, who, from his position as surgeon to one of our large 
public hospitals where many of the lowest class of women are congre- 
gated, has had exceptional advantages to study this affection, con- 
verted me to his own opinions on this subject many years ago. He 
believes that any ulcerative process around the female genitals, syph- 
ilitic or otherwise, if neglected, as it is apt to be in the lower walks 
of life, may end in the great loss of tissue and hypertrophy of the 
surrounding parts which is generally described under this name. His 
conclusions, more fully quoted, are : 

That a large and perhaps the greater number of chronic, deform- 
ing vulvar affections are due to simple hyperplasia of the tissues 
induced by irritating causes, inflammation, and traumatism. That 
chronic chancroid is a cause in a certain proportion of cases. That 
many cases are due to essential and specific syphilitic infiltrations. 
That other cases are caused by the hard oedema which often compli- 
cates and surrounds the initial sclerosis and perhaps gummatous infil- 
tration. That many cases are due to simple hyperplasia in old syph- 
ilitic subjects who suffer from chronic ulcerations of the vulva long 
after all specific lesions have departed. That some cases also in old 
syphilitics are due simply to hyperplasia without the existence of any 
concomitant ulcerative or infiltrative process, and seem to be caused 
by conditions which usually, in healthy persons, result only in vulvar 
inflammation. 

The ulcer is irregular in outline, with a granular base of a violet- 
red color, and there is a slight sanious discharge. The edges are but 
little elevated and are not undermined, and there is more or less 
hypertrophy of the surrounding tissue, which in some cases is ex- 
ceedingly well marked. The ulcer may cicatrize in part, the cicatrix 
being thin and white, at the same time that the ulcerative process is 
extending in the opposite direction. At a little distance from the 
ulcer there is often a pathognomonic appearance of slight, reddish, 
hard nodules of tubercular lupus, separated from the primary sore by 



Digitized by 



Google 



INFLAMMATION OF THE RECTUM. 57 

healthy skin. With this amount of disease the constitutional disturb- 
ance is often not sufficient to confine the patient in the house. 

The diagnosis is not generally difficult, though the disease may be 
confounded with cancer, phagedenic chancroid, and with elephantiasis 
with secondary ulceration. It is best distinguished from cancer by 
the cicatricial bands which it leaves behind in its ineffectual attempts 
at healing, and from chancroid by the surrounding tubercles, which 
in lupus develop in the thickness of the derma and ulcerate second- 
arily; while the ulcers which sometimes surround a chancroid are 



Fig. 19.— Esthlom&ne. 

ulcerous from the first, being due to secondary inoculation. The 
duration of the disease is indefinite, and it seldom leads to fatal re- 
sults. It is best treated by destructive cauterization and raclage. 
The disease is well shown in Fig. 19. 

The case shown in Fig. 20 was a fatal one of lupus in the male, 
but was before the discovery of the tubercle bacillus, and therefore 
doubtful according to our present nomenclature. It was one of great 
interest, and was seen in consultation with me by several of our der- 
matologists, some pronouncing it epithelioma and others syphilitic. 
The former it certainly was not ; and the man had never had syphilis 
in any other form, and was only rendered worse by specific treat- 
ment. He was a very intelligent physician, and, in addition to the 
absence of syphilitic history his own statement was allowed some 
weight. 

The sufferer was under my personal observation for many months 
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of alternate hope and despair as one remedy after another was tried 
with occasional slight improvement, but the disease steadily advanced 
until death came from exhaustion. 

Rodent Ulcer. 

This is very closely allied to epithelioma. It is, in fact, some- 
times classified among the epitheliomata and sometimes among the 



Fig. 20.— Lupus. 



tuberculous affections. It is distinguished from epithelioma clinically 
by the fact that it does uot infiltrate surrounding tissue, does not 
involve the lymphatics, and does not become generalized. It is 
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the same disease met with upon the face, and is exceedingly rare at 
the anus. 

It is found by preference at the verge of the anus, and extending 
from this point upward into the rectum. It is irregular in shape, 
and its edges end abruptly in healthy tissue. Its surface is red and 
dry; it destroys superficially, attacking mucous membrane rather than 
skin, and undergoes rapid but only partial cicatrization under proper 
local and constitutional treatment. It never entirely heals, and it is 
not to be included among the causes of stricture. It is at first gener- 
ally mistaken for a late syphilitic manifestation, but is distinguishable 
from it by the powerlessness of all treatment to prevent its steady 
progress. It is one of the most painful of all the ulcerative affections 
of this part, and ends fatally unless some other disease cuts short the 
history. 

Treatment. — The treatment of all these affections when seen suffi- 
ciently early is either complete destruction with the cautery, or, what 
I prefer, complete extirpation with the knife. 

One case of lupus I have certainly cured in this way, but the knife 
was used exactly as for an epithelioma; and at least an inch of 
healthy surrounding tissue was removed on all sides. In any future 
case I shall certainly follow this plan if it is possible to remove the 
entire disease. 

Tuberculoma of the Rectum. 

Within the rectal pouch tuberculous ulceration is by no means as 
rare as in the skin or subcutaneous and submucous tissue at the verge 
of the anus; but here as in the latter case the diagnosis, though too 
often loosely made, never should be nuide without the microscopic 
proof. 

It has been my good fortune to cure several supposedly hopeless 
cases of "tuberculosis" of the rectum and colon in which no bacillus 
had ever been discovered (or looked for) by very simple general and 
local treatment. 

There is nothing in the appearance or history of real tuberculous 
ulceration of the rectum to distinguish it positively. The ulcers may 
be small and follicular or cover a considerable surface, and their 
generally sluggish character and failure to respond to treatment should 
excite suspicion and lead at once to microscopic examination. 

The possibility of stricture as a result of tuberculous ulceration of 
the rectum has always been doubtful to my own mind, and I have 
never chanced to see anything which to me at all suggested such a 
condition. It is described on good authority, however. 

Tuberculous ulceration starting in the wall of the rectum is not, 
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however, aii infrequent cause of abscess and fistula, and will be re- 
ferred to again under that chapter. 



Fig. 21.— Tuberculous Ulceration of Rectum. 



Treatment. — The treatment of tuberculous ulceration of the rectum 
and colon is in general that of tuberculosis, plus the local measures 
now used in all severe cases of rectal ulceration. 
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CHAPTER V. 

ULCERATIONS OF THE RECTUM. 

Ant injury to the mucous membrane of the rectum which causes 
a solution of continuity, and any variety of proctitis, whether simple 
or specific, may result in the formation of an ulcer. This may be 
accounted for by the numerous micro-organisms always present, by 
the contact of the faeces, by the anatomical conformation, and by the 
frequent changes in the vascular supply. 

The classification of ulcerations made by Qu6nu and Hartmann is 
so much more complete than any previously seen by myself, and than 
that used in former editions of this work, that I adopt it with pleas- 
ure. It is as follows : 



Table op Rectal Ulcerations. 



1. Neoplasms ulcerated. 



2. U. specific , 



U. simple, i. e., caused 
or maintained by 
micro-organ isms nor- 
mally inhabiting the 
rectum. 



U. toxic 

U. syphilitic. 



U. due to microbes not 
normally found in the 
alimentary canal. 



" U. by general dystrophia. 

U. by local dystrophia . . . 

U. traumatic 

U. due to ordinary rectal 
enteritis. 



Bright's disease. 
Mercurial. 



U. venereal ■ 



Chancroid. 
Gonorrheal. 
U. typhoid. 
U. tuberculous. 
U. dysenteric. 
U. enteritis seen in some 

foreign countries. 
U. cachectic. 
U. of the aged. 
U. varicose. 
Fissures, and ulcerating 

wounds of the anus. 
Foreign bodies, follicular 

enteritis, etc. 



Too mnch importance must not be attached to such a classification 
as this. The disease we are considering is ulcerative proctitis aud 
colitis — not dysentery or Bright's disease. In fact, the term dysen- 
tery might well be relegated, with the term Bright's disease, to the 
past, as having served a good purpose but no longer representing 
anything definite. 

This disease, ulcerative proctitis, has many different causes and 
forms, and, as far as we know them, they are enumerated above. 
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Of these different varieties the syphilitic, the tuberculous, and the 
bleunorrhagic have been considered under the head of specific proc- 
titis ; and the ulcers resulting from neoplasms will be described under 
tumors. 

Chancroids of Anus and Rectum. 

Chancroids at the anus may be caused by direct contagion or by 
auto-inoculation, and though they may be due to unnatural inter- 
course, their presence is no proof in itself of the vice. They are 
much more common in females than males, constituting one in nine 
of all cases of chancroids in the former, and only one in four hundred 
and forty five in the latter. To account for this disproportionate 
relative frequency it is only necessary to remember the possibility of 
accidental contact of the male organ in coition, and the facility of 
auto-inoculation due to the proximity of the rectum and vagina. 

They may be single or multiple, may be situated at any point of 
the anal circumference, and may cover a large extent of surface. 
They often extend upward between the radiating folds of skin, and 
thus greatly resemble simple fissures ; or they may spread backward 
into the fold between the nates, following in extent the natural course 
of the discharge ; but they do not tend to spread upward into the rec 
turn, or to involve the surface of the gut above the line of the sphinc- 
ter. When they do so, which is rarely, they are of limited extent and 
well circumscribed. Their existence in the rectum proper has been 
denied by good observers — erroneously, I think — the mucous mem- 
brane there being believed to furnish no suitable ground for their 
inoculation. 

The sores at the margin of the anus have the same general charac- 
teristics as when located in other parts. The base is soft and covered 
with the same grayish pellicle, the edges are sharply punched, and the 
secretion is profuse. They tend to spontaneous cure with cleanliness 
or with judicious cauterization, and are not very painful unless they 
are within the grasp of the sphincter, when they may cause the usual 
pain of fissure. Even when they have extended upward in this way 
they still heal kindly, and almost spontaneously; and no matter how 
completely they may have involved the anus or the surrounding skin, 
they seldom, when healed, leave any traces of their former existence. 

In certain rare cases they may be accompanied by an undue 
amount of ulceration, known as phagedena; and in certain patients 
with other rectal disease, or in whom the tubercular or syphilitic tamt 
is marked, they may assume a chronic type and the healing be delayed 
for a long time ; but even they may generally be induced to heal with 
proper care. 
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Fio. 23.— Chancroids of Anus and Vulva. 
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From this general description it is evident that only under excep- 
tional circumstances will a chancroid extend far enough into the rec- 
tum, and cause sufficient destruction and subsequent cicatrization 
and fibroid deposit, to result in stricture. That it may do so I am 
forced to believe from the testimony of others and my own observa- 
tion ; but it is none the less a clinical fact that it seldom does so, an 
all those having large experience with venereal sores will testify. 

In my experience and that of others who have devoted special 
attention to the subject, ulceration of the rectum causing stricture 
usually begins within the rectum proper, well above the sphincter, and 
not at the skin of the anus, except in some rare cases of lupus, tuber- 
culous disease, and rodent ulcer. In the old cases of syphilitic stric- 
ture of the rectum, in which the anus is surrounded by tags of hyper- 
trophied skin with ulcers between them extending upward into the 
gut, we have no proof whether the ulcers were present before the 
stricture or resulted from the stricture. The cases are always too old, 
the conditions too complicated, and the history too confused and im- 
perfect for a positive opinion on this point. In any case of stricture 
of the rectum, venereal or not, there is generally ulceration below and 
above, and most frequently a circle of hypertrophied tags of skin 
around the anus, the adjacent surfaces of which are eroded and ulcer- 
ated. To assert that these ulcers are the original cause of the stric- 
ture is to assert what has never been proved, and what it is obviously 
impossible to prove without very careful and prolonged observation 
of individual cases. 

Gosselin is usually quoted as the authority for the idea that chan- 
croid of the anus is the most frequent cause of ulceration, and of the 
so-called syphilitic stricture of the rectum. It is rather difficult to 
tell exactly what Gosselin did mean in his much -quoted contribution 
to this subject, but there seems very little ground for supposing that 
he intended to convey this idea. Although Bassereau had made the 
distinction between chancre and chancroid two years before, Gosselin's 
" chancre" still meant to him, indiscriminately, the hard chancre, the 
chancroid, and the mucous patch inoculated by the chancroid. What 
he asserts is, that these strictures are neither primary, secondary, nor 
tertiary manifestations of syphilis, as such are generally understood, 
but something developed in the neighborhood of the primary sore, 
comparable to hypertrophy of the labia or condylomata following the 
primary lesion. They are "due to a special modification of the vital- 
ity of the tissues contaminated by the virus of the chancre, compara- 
ble to the lengthening and hypertrophy of the prepuce with contrac- 
tion of its orifice which follows a chancre on its under surface, in 
which the disease is evidently neither an oedema, nor a specific in- 
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duration, nor a constitutional affection, but a local lesion, due to the 
presence of the chancres, and consecutive to the inflammation which 
they have caused." 

This opinion can certainly be made to teach the chancroidal nature 
of the affection only by a considerable exercise of the imagination. 
Nor can very much be said for the theory itself, except that it seems 
to be rather a doubtful way of accounting for a condition of doubtful 
etiology, and one which has never been accepted by the profession. 

Dr. Mason's' paper is very much stronger than Gosselin's, in that 
he plainly asserts the causation of stricture to be the phagedenic 
chancroid. He says he has seen "constriction of the rectum follow, 
and that very shortly after the healing of chancroids has taken place." 
Van Buren says: "I have also seen chancroids at the anus become 
phagedenic and extend within the rectum, and have verified at a later 
period the existence of stricture of the rectum from the cicatrization, 
as there was every reason to believe, of this same ulceration." 

Bumstead and Taylor speak in the same way, and Molli&re says: 
"Nevertheless the soft chancre of the rectum does exist, and has 
even been seen to assume frightful proportions in this deep region." 
Bridge's 9 case is much relied upon to prove this point, though it is 
open to grave criticism. The woman had both stricture and ulcera- 
tion at the time the case was first seen, and there is no positive proof 
that the ulceration was chancroidal and not syphilitic. 

The weight of evidence is thus seen to be decidedly in favor of the 
possibility of the causation of stricture by phagedenic chancroid, but 
that any large proportion of strictures are caused in this way certainly 
cannot be accepted, and this is one of the points upon which further 
clinical evidence is especially desirable. 

The diagnosis of the chancroid in this location will be easy by 
auto- inoculation, if the probability of its occurrence is only borne in 
mind, and the treatment has been sufficiently hinted at. Cleanliness, 
local application of astringents, and attention to the general health 
are all that is necessary when the sore does not extend beyond the 
radiating folds. 

There are two forms of phagedena which may complicate a chan- 
croid at the anus— the acute and the chronic. The former is rare, and 
strongly resembles phlegmonous erysipelas following a wound, in that 
it may involve the tissues to a great extent, cause deep collections of 
pus and destruction of tissue, and end fatally. The chronic is the 
one generally seen, and this may go on for a long time, healing in 

1 American Journal of the Medical Sciences, January, 1878. 
• Archives of Dermatology, January, 1876. 
5 



Digitized by 



Google 



66 SURGERY OF THE RECTUM. 

one spot while advancing in another. It is worthy of note that even 
after months of this process the sore still remains anto-inoculable. 

There are other complications of the chancroid which may render 
the diagnosis difficult. The sore may itself be inoculated with syph- 
ilitic virus aud assume some of the characters of the hard chancre, 
especially the induration. In such a case the diagnosis must rest in a 
great measure upon the combination of symptoms. The sore will 
present the appearance of the chancre, but the discharge will be more 
abundant than a chancre generally produces, and the pus will still be 
auto-inoculable. In addition, the glands in the groin will show the 
characteristic syphilitic induration. 

Molli^re has pointed out that the combination of hemorrhoids and 
anal chancroid may cause certain peculiarities in the course of the 
latter. The sore may after a time lose its auto-inoculability, but 
still refuse to heal ; the surface becomes red and vascular, the dis- 
charge sanious, and the sore is changed into a veritable varicose ulcer. 

Treatment. — In the treatment of chancroids of the anus many- 
points of difficulty may arise. The sore, from its position within the 
grasp of the sphincter, may be so painful that nothing can be done to 
it except by the surgeon himself, and only then by the exercise of the 
greatest care and gentleness of manipulation ; aud although this pain 
may be at once relieved either by incising the ulcer or dilating the 
anus, both of these procedures involve a great risk to the patient of 
auto-inoculation. The bowels should, therefore, bfc kept gently open 
by the daily administration of a laxative which will cause soft but 
not watery passages. The ulcer must be touched two or three times 
daily with a weak solution of nitrate of silver (gr. v.-|i.) on a 
camel's-hair brush, and subsequently covered with a small pledget of 
soft lint gently laid into the fissure and pressed down with a probe. 
With a light touch this may be done without causing pain. 

Should the ulcer have extended upward to the upper edge of the 
sphincter, there may be such contraction of the muscle that this plan 
of treatment is impracticable, because all parts of the sore cannot be 
reached by the brush. In such a case ether or cocaine must be re- 
sorted to, a speculum introduced until every part of the ulcer is ex- 
posed, and the surface thoroughly cauterized with fuming nitric acid. 
The acid must be carried under the edges of the ulcer, and every 
point must be thoroughly destroyed, for the operation will be posi- 
tively injurious unless thoroughly done. 

Should the ulcer have reached such an extent of rectal surface as 
to render it doubtful whether by any means of exposure every point 
of it can be fully seen, it is better not to try cauterization, but to be 
satisfied with astringent injections frequently repeated. These must 
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also be made either by the surgeon or a thoroughly well-trained and 
skilful assistant, for no fresh wounds must be made by the point of 
the syringe, and no pain need be caused by its passage. A small 
glass point or a small soft-rubber catheter must be gently introduced 
on the side opposite the ulcer, and about four ounces of water thrown 
up and passed out to clean the surface of the sore. This should be 
followed by about two ounces of a solution of nitrate of silver (gr. 
ij.- 5 *•)> an d this application should be repeated at least three times 
in the twenty-four hours. 

Phagedena in the chronic form must be treated by destructive 
cauterization, preferably with the Paquelin cautery, and every part 
of the ulcer must be completely destroyed. Subsequently anodynes 
may be freely used till the eschar separates and a healthy granulating 
surface remains. In the acute form of phagedena free incisions may 
be necessary in the foss® and over the buttocks to let out pus and 
relieve tension, as well as the destructive cauterization of the sore. 

The other forms of ulceration due to specific enteritis are ; 

Dysenteric. — Until the nature of the so-called dysenteric poison 
is more clearly defined by bacteriologists we shall have no positive 
line of demarcation between dysenteric enteritis and enteritis due to 
other causes but presenting the same symptoms. There is no doubt 
that all the symptoms of dysentery may result from ulceration due 
to other causes, and it would probably be better to drop the word en- 
tirely, were it not still in such general use to describe certain forms of 
colitis. 

In dysenteric ulceration the diseased portion of the lower bowel 
becomes infiltrated with fibrinous exudation, and, as a result of the 
compression which this exercises, is necrosed and sloughs. When the 
slough is cast off there results a loss of substance, and if this is super- 
ficial the membrane may regain its former state, but if deep, the usual 
callous cicatrix is produced in its place, and stricture is the result. 

The ulcers resulting from this process vary much in size, location, 
and appearance. They may be minute circles, but are generally large, 
and, though their favorite site is the rectum or sigmoid flexure, they 
may be found anywhere in the large intestine. They may extend so 
as to coalesce and leave only islands of mucous membrane between the 
extensive patches. The process usually involves only the mucous 
coat, but may extend in breadth and result in perforation and its 
attendant evils. The coats of the bowel may become sinuous ab- 
scesses, so that, on dividing the prominent portion of mucous mem- 
brane between two ulcers, several drachms of pus may escape. 

For description of the dysenteric stricture the reader is referred to 
the chapter on Stricture. 
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Diphtheritic. — Diphtheritic proctitis is a local manifestation of the 
general poisoning, exactly analogous to the inflammation of the air 
passages, and attended by the same production of membrane, in males 
in the rectum, in females generally also in the vagina. As Ball 
points out, it is an indication of the profound effect which the specific 
poison has had upon the system. 

Typhoid. — The typhoidal ulcers and those occasionally met with in 
foreign tropical countries need not be described in a work such as 
this. 

Toxic. — The toxic agents known to produce proctitis and ulcera- 
iton are (1) the salts of mercury, and (2) the carbonate of ammonia 
found in uraemia. 

Mercurial Poisoning. It is a well-known fact that systemic poison- 
ing by the salts of mercury will cause enteritis, which is especially 
confined to the large intestine and particularly to the rectum. The 
symptoms are those usually referred to as dysenteric, and the ulcers 
may be large and numerous. There is no case of stricture resulting 
from this cause on record ; but as the process is one which is capable 
of cure with resulting cicatricial tissues, the question of stricture is 
probably dependent entirely upon the extent and course of the 
disease. 

Urcemic Ulceration. It is also a well-known fact that in the course 
of nephritis attended by scanty elimination of urea the whole gastro- 
intestinal canal, and hence the rectum, is liable to spots of necrosis 
and ulceration due probably to poisoning with carbonate of ammonia. 

Simple Ulcers. 

In this class, according to the classification we have adopted, are 
grouped all the ulcers not due to any agent, microbic or chemical, 
foreign to the auo-rectal canal. It is thus distinguished from the 
class of specific ulcers, due to special micro-organisms. 

These ulcers are most frequently traumatic, and the most frequent 
traumatism to which the rectum is subject is, perhaps, that arising 
from surgical interference with diseases of this part. In certain sub- 
jects, wounds made here by the surgeon may refuse to heal under the 
best of treatment, and when no reason can be found except in the bad 
general condition of the patient. 

There is no doubt, however, that the constitution of the patient is 
sometimes made to bear the blame when it more justly belongs to the 
operator; for wounds which will heal promptly under the treatment 
of one surgeon may become very intractable old ulcers under another. 
A perfectly healthy wound may be turned into a sluggish sore by too 
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active attempts to induce it to heal. A fistula which has been cut 
and is doing well may be kept open indefinitely by stuffing it daily 
with lint ; and a fissure that would heal in forty-eight hours may be 
changed into a bad sore by an occasional application of a point of 
nitrate of silver. 

Another not very infrequent cause of ulceration is the presence 
and passage of hardened faeces containing perhaps undigested sub- 
stances such as date-stones, cherry-pits, and seeds of fruits. We also 
know that obstinate constipation will cause ulceration by mechanical 
irritation just as faecal impaction will cause sloughing of the rectum, 
and MacCormac has reported an interesting case of fatal perforation 
from the pressure of scybala. 

Some of the worst cases of traumatic ulceration I have ever seen 
have arisen from the unsurgical treatment of hemorrhoids. These 
are always liable to become at first eroded and subsequently ulcerated 
from extrusion and the passage of hardened faeces; and when to these 
causes of injury applications of nitric acid or injections of carbolic 
acid are added, a severe ulceration may be excited which, as in sev- 
eral cases which have come under my care, may result in stricture of 
the rectum. 

An injury to which women alone are subject, and which is be- 
lieved by many to go far toward accounting for the supposed greater 
frequency of ulceration and stricture in them than in men, is bruising 
of the rectal wall in parturition. Most of the standard authors men- 
tion such cases. 

In some of these cases there is great difficulty in deciding upon the 
initial cause of the trouble. Men, sometimes physicians, come to me, 
apparently otherwise in perfect health and with no history of trau- 
matism, with more or less extensive erosions and superficial loss of 
substance of the mucous membrane, complaining of the usual train of 
symptoms. In women a causative influence may be looked for in a 
malposition of the womb pressing upon the rectum ; but the cause 
often escapes me in both sexes. Two of the worst cases I have ever 
seen, one in a child and the other in an adult, were due to the irrita- 
tion of undiscovered polypi high up in the canal, and to injudicious 
treatment for the condition without diagnosis. 

For some years back the irregular practitioners — who are ever 
active in diseases of the rectum — have been devoting their special 
attention to ulceration of the sinuses of Morgagni (the so-called pock- 
ets), which they cure by slitting them up. For my own part I do not 
often see any of these little pouches which are sufficiently developed 
to admit of being slit open, to say nothing of concealing an ulcerated 
surface. 
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An eruption of herpes around the anus or within the rectum, sim- 
ilar to what is seen on the lips, may result, after rupture of the pri- 
mary vesicles, in numerous small superficial ulcers of a reddish color 
and secreting a little pus. These may coalesce at their edges and 
form a serpiginous sore. They are apt to be accompanied by similar 
eruptions on other parts of the body, and must be carefully distin- 
guished both from mu -ous patches and soft chancres. The ulcera- 
tions which result from acute and 
chronic eczema and from pruritus 
present no special characteristics. 
They are generally due to the in- 
jury inflicted by the finger-nails of 
the patient in scratching. 

Varicose V leers. — This form of 
ulceration, like the similar condi- 
tion upon the legs, although origi- 
nating in any simple breach of con- 
tinuity, is maintained by the vari- 
cose condition of the veins of the 
rectum and anus. As far as my 
reading goes it was first described 
under the name of varicose ulcer 
of the rectum by my late associate 
Gibbs, although it must have been 
frequently noticed by every care- 
ful observer. The ulcer, though 
simple in character and due to no 
specific cause, is chronic and in- 
curable by any ordinary treatment 
solely on account of the unhealthy 
venous congestion around it. 
There may or may not be distinct 
hemorrhoidal tumors to account for 
no. 23.-mflamed Fissure. the condition. A general venous 

engorgement is sufficient cause. 
The ulcers themselves have no characteristic appearance. They are 
simple, non-specific ulcerations, which are due to, and are maintained 
by, the varicosities, and which are often incurable without oblitera- 
tion of the veins by surgical methods. 

In this connection it maybe stated that any ulcer of the anus asso- 
ciated with hemorrhoids is very apt to be incurable by anj T kind of 
local treatment until the circulation has been restored by the removal 
of the hemorrhoids. This applies not only to ulcerations situated 
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upon the hemorrhoids themselves, but more particularly to ulcers be- 
tween the hemorrhoids, and especially to fissures. 

Fissures. — I am very glad to find that Qu6nu and Hartmann in 
their valuable work agree with what I wrote many years ago that 
there is nothing specific or distinctive in the so-called fissure or "irri- 
table ulcer " of the rectum. 

An injury due to any of the causes already mentioned may, in cer- 
tain persons and when located at the verge of the anus, assume the 
characteristics of an affection which has been elevated into a separate 
class, and is known as fissure, or irritable ulcer. The irritable ulcer 
differs in no respect from other simple ulcers in the same locality, 
except in the fact of its irritability. There is nothing peculiar in the 
ulcer itself. It may be due to a slight rent in the mucous membrane 



Fig. 24.— Microscopic Appearance of Nerve In Fissure. 

from hard f seces ; to a congenital narrowness of the anal orifice and a 
naturally overpowerf ul sphincter ; to the irritation of a leucorrhoeal 
or gonorrhceal discharge in women ; to an herpetic vesicle, or to the 
venereal sore which it so strongly resembles — the soft chancre. Any 
sore which is fairly in the grasp of the external sphincter is apt to 
become an irritable or painful one, and a fissure may be painless at 
one time and painful at another in the same person, or painless in one 
person and painful in another. An ulcer associated with contracture, 
spasm, and irritability of the sphincter is what is known as an irrita- 
ble one, and without this condition it will not properly come under 
this classification ; but a fissure may exist without causing any of these 
symptoms. 

This contracture of the muscle may be temporary or permanent, 
and is due to the irritation of the sensitive nerve filaments on the sur- 
face of the ulcer by the passage of faeces, and to the reflex action 
excited thereby ; and to many slighter causes, such as laughing, cough- 
ing, sneezing, or position. It may even come on spontaneously in 
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persons of a highly nervous organization, or with such slight provoca- 
tion as to appear to be spontaneous. 

These ulcers are generally situated at the posterior commissure, 
but may be found anywhere on the anal circumference. They are 
more common in women than in men, because constipation is more 



Fig. 25.— Fissure with Cutaneous Tag. 

common in the former and because the skin is finer. They are con- 
fined to no age and are by no means relatively rare in infants. They 
are generally oval in shape, with their long axis vertical, and involve 
both skin and mucous membrane, being situated just at the junction 
of the two. In some cases they have the appearance of a simple ero- 
sion, in others of an old ulcer with grayish base and indurated edges 
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which has involved the whole thickness of the mucous membrane and 
extended fairly down to the muscle beneath. 

Ball lays great stress upon the sinuses of Valsalva in the causation 
of fissure. Many authors have noted that at the lower end of a fissure 
there is often an inflamed cutaneous tag, and have stated that for the 
cure to be complete this tag must be removed in addition to the usual 
operation for the fissure. These authors have considered the cause of 
the fissure to be the usual tear or abrasion from straining or from a 
small foreign body, and the tag as only an accidental complica- 
tion. Ball believes that in a large number of cases the etiology is as 
follows: 

During the passage of a motion one of these little valves is caught 
by some projection in the f aecal mass and its lateral attachments torn ; 
at each subsequent motion the little sore thus made is reopened and 
possibly extended; the repeated interference with the attempts at 
healing ends in the production of an ulcer, and the torn-down valve 
becomes swollen and (edematous, constituting the so-called pile, or, 
as it has sometimes been called, the "sentinel pile ,, of the fissure. 
He compares the condition to that of a " hang-nail " on the finger. 

Admitting this theory, it is easy to see why the old operations of 
stretching and division of the sphincter are so successful by putting 
an end to the slight laceration occurring at each movement, and giv- 
ing final rest to the sore. Bali, however, goes further, and asserts 
that merely snipping off the tag will cure the fissure. 

The theory is an attractive one, and there is no doubt that the 
" sentinel pile " keeps the fissure from healing ; but we have no proof 
that the fissure began in one of the sinuses, or that the tag of skin is 
anything more than a result of irritation. For my own part I believe 
the tag to be the result and not the cause, and to be the most striking 
example of the tendency of the subcutaneous connective tissue in all 
inflammatory conditions of the anus to sympathize in the process. 
Xone the less the tag must often be removed before the fissure will 
heal. 

From what has been said of the etiology of these simple ulcers it 
is plain that they must present many variations in appearance; yet 
the diagnosis of each from the other, and of the whole class from 
those which are to follow, will not generally be found difficult if 
proper attention is given to the history, the appearance of the lesion, 
and its course. The disease is generally of a healthy type, and tends 
to self-limitation and spontaneous cure rather than to increase. The 
ulcerative action is generally superficial, and tends to extend on the 
surface rather than in depth. It is generally surrounded by the 
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signs of reparative action, and with proper care will undergo cicatri- 
zation. 

When, however, these ulcers are improperly treated, or when there 
exists such a constitutional or local state that healthy reparative 
action cannot be excited by treatment, any of these sores may assume 
a condition of chronicity and sluggishness with slow increase in size, 
gradually encroaching more and more upon healthy tissue till a large 
part of the anus and lower rectum is involved. 

Such chronic ulceration of simple nature will be seen in all condi- 
tions of life in both sexes. It may be very extensive and may also be 
incurable except by extirpation or colostomy. 

Special attention is called to this fact because of the widespread 
idea among practitioners that an ulcer of large size which has perhaps 
caused destruction of the sphincters cannot be simple in its nature, 
but must be tuberculous, syphilitic, or cancerous. 

Symptoms. — The symptoms of what is known as the irritable ulcer 
or fissure are so well marked as to render its diagnosis in most cases 
easy. The chief is the peculiar pain, which may be constant, but is 
always increased by defecation. The act of defecation itself maj r not 
be notably painful, but after the act, sometimes almost immediately, 
sometimes after a short interval, the characteristic suffering begins 
and may last in mild cases an hour or two, or in severe ones nearly all 
of the twenty-four hours. The pain is described by the sufferers as 
dull, gnawing, and aching, rather than lancinating, and with it there 
will often be associated neuralgic pain in the loins and down the 
thighs. 

As a result of this suffering, at first periodic and later constant, a 
very miserable general condition is often developed. The sufferer 
soon learns to dread the act of defecation and to postpone it as long 
as possible, till a state of chronic constipation is produced which is 
overcome at long intervals by purgatives ; and in this way the whole 
digestive apparatus is thrown out of order. 

In women, also, there is apt to be reflex irritation of the bladder, 
with tenesmus; and in men there may be spasmodic stricture of the 
urethra. In women, also, it is not uncommon to find uterine trouble 
combined with that at the anus. 

It is sometimes a matter of amazement to the physician to see how 
long a woman will suffer from a simple sore of this kind, and to what 
a condition of invalidism she will allow herself to be reduced, before 
she will seek for aid. 

It will sometimes be found that greater suffering may be caused 
by a simple erosion at the anus than by more extensive and deeper 
ulceration; and indeed the amount of pain is not at all indicative of 



Digitized by 



Google 



ULCERATIONS OF THE RECTUM. 75 

the depth or extent of the sore. The element upon which the pain 
directly depends is probably the exposure of nerve filaments. More- 
over, the susceptibility to pain varies greatly in different people, and 
a woman of high nervous organization may be reduced to a condition 
of chronic invalidism by a sore which would not prevent a laboring 
man from attending to his daily avocations. 

Ulceration within the rectum is also attended by a certain train of 
symptoms which render its existence extremely probable, and which 
in themselves are sufficient to denote the presence of an ulcerative 
process, though throwing no light upon its nature. 

The earliest symptom is morning diarrhoea, and that of a peculiar 
character. The instant the patient gets out of bed he feels a most 
urgent desire to go to stool. What he passes is generally wind, and 
some discharge resembling "coffee-grounds," both in color and con- 
sistence; occasionally the discharge is like the "white of an unboiled 
egg" or "a jellyfish," more rarely there is matter. He, in all proba- 
bility, has tenesmus and does not feel relieved ; there is something of 
a burning and uncomfortable sensation, but not actual pain. Before 
he is dressed very likely he has again to seek the closet ; this time he 
passes fecal matter, often lumpy, and occasionally smeared with 
blood. It also may happen that after breakfast, taking hot tea or 
coffee, the bowels will again act ; after this he feels all right, and goes 
about his business for the rest of the day, only perhaps being occa- 
sionally reminded by a disagreeable sensation that he has something 
wrong with his bowel. 

After this condition has lasted for some months, more or less, as 
influenced by the seat of the ulceration and the rapidity of its exten- 
sion, the patient begins to have more burning pain after an evacua- 
tion ; there is also greater straining and an increase in the quantity of 
discharge from the bowel; there is now not so much jelly-like matter, 
but more pus— more of the coffee-ground discharge and blood. 

The pain suffered is not very acute, but very wearying, described 
as like a dull toothache, and it is induced now by much standing 
about or walking. At this stage of the complaint the diarrhoea comes 
on in the evening as well as the morning, and the patient's health 
begins to give way, only triflingly so perhaps, but he is dyspeptic, 
loses his appetite, and has pain in the rectum during the night which 
disturbs his rest. 

We need scarcely call attention to the extreme gravity of this 
condition, or to the certainty with which, if untreated — and sometimes, 
indeed, in spite of the best treatment — it will end either fatally, or in 
stricture which will require the gravest surgical procedures for its 
relief. The picture is unfortunately a familiar one to every general 
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practitioner, and a case of severe or extensive ulceration of the rec- 
tum is perhaps one which calls for as much skill in treatment as any- 
thing in the range of surgery. 

Diagnosis. — The diagnosis of the existence of ulceration is gener- 
ally easy with sufficient care, and may generally be made from the 
symptoms alone. A small ulcer within the grasp of the external 
sphincter may easily escape a cursory examination ; but no ulceration, 
even in the upper part of the rectum, is beyond the reach of actual 
touch or vision ; and none need, therefore, escape detection when the 
examination is properly conducted. 

In many cases the diagnosis is plain ; the sphincter will be found 
destroyed, and the rectum and vagina will present one common cavity 
of foul appearance, from which issues a fetid, purulent discharge. In 
other cases, by a careful and gentle pulling apart of the lips of the 
anus and a gentle straining down on the part of the patient, a small 
ulcer within the grasp of the sphincter, or, at least, its lower edge, 
will be brought into view without the use of the speculum or ether. 
In others a digital examination will reveal an eroded, painful spot 
within the rectum, and when the finger is withdrawn it will be found 
stained with blood. 

In all such cases the diagnosis is easy ; in others there is but one 
way to make a diagnosis, and the secret of success will be found in 
the proper use of the speculum. This is the way, I am sorry to say, 
which is least often followed by the general practitioner. It is much 
easier to give a lady a diarrhoea mixture and trust in Providence for 
a cure than to gain her consent to be thoroughly examined ; and for 
this reason many a case of curable disease has been allowed to reach 
an incurable stage before its existence has been certainly determined. 

The existence of a chronic diarrhoea, or of a discharge of any kind 
from the rectum, is always a good and sufficient reason for a thorough 
physical examination; and with the instruments now at our com- 
mand, no one need be in doubt as to the existence of ulceration in any 
part of the rectum. 

The existence of ulceration being decided, its nature remains to be 
determined. We have already, in speaking of the different varieties, 
given some of the chief points in the differential diagnosis, and to 
these we must again refer the reader. In every case the history must 
be taken into account, as well as the appearance of the lesion. Of 
the many varieties we have mentioned, some may almost certainly be 
excluded from their great rarity. Among these are the true chancre 
and tuberculous deposits. In the majority of cases, after excluding 
syphilis, the ulcer will be of the simple variety, modified more or less 
by the general condition of the patient, or it will be malignant. 
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Treatment. — In speaking of the treatment of ulceration of the rec- 
tum and anus, we will first deal with the simplest form, the irritable 
ulcer, and then with the more severe, postponing the question of 
stricture, which is the most frequent result of severe ulceration, to a 
separate chapter. 

The treatment of fissures at the anus should, in the first place, be 
preventive in those persons in whom the skin of the part is sensitive 
and liable to cracks and small sores ; and for such there is nothing 
better than the daily washing of the part with cold water and a soft 
sponge, and the avoidance of anything which may tend to irritate it, 
such as the use of printed or rough paper after defecation. 

When fissures really exist, they may often be cured by a nightly 
application of Goulard's liniment on a pledget of lint, or by gently 
touching the surface with a solution of nitrate of silver to coat the 
sore (gr. v. or x.- 3 i. ). 

I have been surprised,* in my own practice, at the remarkable re- 
sults which can be obtained in the treatment of simple fissures by 
local applications without operation. The treatment must be carried 
out with great attention to detail, and by the surgeon himself, and 
not the patient. It will fail in many, but in many others it will suc- 
ceed ; and I have the notes of many cures by this means, some of them 
in a very short time. 

In children the fact that fissures and erosions may be due to the 
scratching caused by the irritation of pin- worms must always be borne 
in mind. 

In fissures complicated with polypi, the polypus must always be 
removed at the time of the operation ; and in women suffering from 
the union of uterine and vesical trouble with painful ulcer, the uterus 
must be treated as well as the ulcer, or the operation on the latter 
will be apt to fail. 

In cases in which the treatment by local applications has failed the 
operation of drawing a sharp knife through the ulcer and muscular 
fibres directly beneath it is the one to which I give preference, pre- 
ferring it to stretching, because it can be done in the most satisfactory 
way with cocaine, while stretching cannot, and because it can be done 
without any fear of subsequent incontinence, while stretching cannot. 
The cocaine (five minims of a four-percent solution) should be in- 
jected beneath, the ulcer. It is customary to use a fenestrated specu- 
lum in such an operation, but it may easily be dispensed with when a 
straight, blunt-pointed knife is used. The knife should be very 
sharp, and the operation must be skilfully done, but when properly 
done it is usually successful. 

It is not necessary to cut entirely through the sphincter, and yet 
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those fibres of it which form the base of the ulcer should be fairly 
divided, for it is by putting an end to the contractions of these fibres 
that the operation works its cure. The incision should always be ex- 
tensive enough to produce a certain amount of relaxation of the mus- 
cle, and should begin in healthy mucous membrane above the ulcer, 
and end in the skin below. 

The treatment of ulceration within the rectum is a much more dif- 
ficult matter than the treatment of that at the anus, and yet in prin- 
ciple they are the same. In both we give the ulcer rest, and try to 
assist nature in her own methods by avoiding anything which shall 
interfere with the process of repair. The general treatment of ulcer 
of the rectum may, therefore, be summed up in a few words — rest, 
diet, and local applications. I do not think I exaggerate when I say 
that without them no treatment is likely to be of much avail. 

The rest in bed must in some cases be absolute. 

This point being carried to the surgeon's satisfaction, milk diet 
need not be absolute, but may be varied with soups and easily di- 
gested solids, as bread and crackers, care being taken to secure soft 
and unirritating passages. With such diet as this it will sometimes 
happen that a movement of the bowels every two or three days will 
be all that nature requires, and as long as such a condition causes no 
uneasiness I am not accustomed to interfere with it by laxatives. 

In cases where it is well borne, cod -liver oil may be administered 
both as food and laxative, often with excellent effect upon the general 
condition and the local trouble. In the way of local applications 
suppositories may answer a good purpose in disease low down. The 
menstruum should be of some substance which may be easily dissolved 
at the temperature of the body ; and in the way of drugs I have had 
more satisfaction with bismuth and iodoform than with anything else. 
I have also found it well occasionally to mix about the tenth of a 
grain of morphine with the suppository, and administer this at night 
and morning. It certainly ministers to the local rest of the part, and 
it renders rest in bed much more endurable in persons of a nervous 
tendency. 

Certain good results may be gained by applications to the ulcer- 
ated spot by means of enemata or with the brush, and when the 
former are used, in cases where the disease is situated high up, the 
amount of fluid injected should be large. Three pints of water may 
be thrown into the upper part of the rectum, the sigmoid flexure, and 
the lower part of the colon, if the proper means be adopted, without 
causing any uneasiness at the time or any subsequent desire for an 
evacuation. Long, flexible, soft-rubber tubes may now be obtained 
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from any of the surgical instrument makers, which are suitable for 
this purpose. The tube should be small and the opening in it just 
large enough to hold securely the smallest end-piece of an ordinary 
Davidson's syringe. The injection should be given with the patient 
on the side, and given slowly. The drug from which the best results 
may be expected, when used in this way, is the nitrate of silver, and 
the solution should vary in strength from twenty to forty grains to 
three pints of water. This plan of treatment has been very success- 
fully employed in cases of dysenteric ulceration. 

There is, however, no means of treatment in cases of localized 
ulceration high up in the bowel at all comparable in results with the 
application of nitrate of silver on a uterine applicator through a long 
speculum. Every strength may be used, from the weakest to the 
strongest, and no rules as to strength or frequency of applications can 
be laid down, for here will appear the skill and experience of the 
surgeon. I can only say that by the careful, patient employment of 
this method I have cured several cases of severe chronic ulceration in 
the upper part of the rectum, beyond the field of ordinary vision by 
the usual forms of specula, which seemed at first sight to be amenable 
only to colostomy. The use of the instruments necessary requires 
special skill and practice, and often some training on the part of the 
patient ; and the treatment is often protracted, but the results are ex- 
ceedingly satisfactory. 

The knife may serve a good purpose under several circumstances. 
Where the sore is of small dimensions and well limited in outline, 
even though it be above the external sphincter, it is sometimes of ad- 
vantage to make an incision across the muscular fibres which form its 
base, and secure rest for it in this way. The operation is one of deli- 
cacy, but is also one which may assist greatly in the cure. 

In treating these cases by local applications the surgeon must be 
prepared to ring all the changes between a two-grain solution of 
nitrate of silver and fuming nitric acid or pure carbolic acid. They 
are cases which require the utmost care, both as to the diagnosis in 
the first place, and the treatment ; and many of them will end un- 
happily in spite of all that can be done. And yet, when they present 
themselves in their earlier stages, before irreparable injury has been 
done, they are capable of being cured by the treatment which has 
been outlined. 

I now remember no case of simple ulceration, where the disease 
was seen at all early, which I have failed to cure by one method or 
another, but it has often been by several combined, and only after 
months of treatment and the heartiest co-operation of the patient. 
In many cases the cure has been easy, especially in those where cir- 
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cumscribed ulcers within the bowel, which have long resisted treat- 
ment, have been found to depend upon blind internal fistulse. 

The practitioner should be very cautious in his prognosis as to the 
time required for treatment, remembering that it will of necessity be 
long. 

To accomplish anything with tuberculous ulceration the treatment 
must be begun early. If a tuberculous ulcer be completely excised or 
destroyed with the cautery before general symptoms of tuberculosis 
have shown themselves, there is a chance that it may be cured; and 
if lupoid ulceration be attacked before it has done irreparable injury, 
and thoroughly excised, it may also be induced to heal. By thorough 
excision, I mean cutting fully as wide of the disease as would be done 
were it known to be malignant — at least an inch in every direction. 




Fiu. 28.— Kemp's Modification of Skene's Rectal Irrigator. 

High inigation is a therapeutic measure not to be neglected hi ob- 
stinate cases of ulceration either in the upper rectum, or sigmoid, or 
colon. It has been abused, but none the less has a definite value 
when properly applied in removing septic matter, cleaning off the af- 
fected parts, and promoting healing. The rectal tube shown in the 
cut will answer for nearly .all cases even when the disease is in the 
sigmoid, and the long tube is not often necessary. A fountain syringe 
will give the proper amount of pressure when raised about three feet 
above the patient. The application can be made by the patient sit- 
ting on the commode for disease of the lower bowel, but high irriga- 
tion will require a nurse. 

The solutions most frequently employed are: normal salt solution, 
one drachm of salt to the pint of water; the same with the addition of 
oil of peppermint or oil of cinnamon, five to fifteen drops to the 
pint ; boric acid, a drachm to the pint ; flaxseed tea, two drachms of 
flaxseed to the quart (boiled and strained) ; permanganate of potash, 
three grains to two quarts; bichloride of mercury (1 : 10,000). 

The objection to this treatment is that in cases of chronic proctitis 
or colitis from any cause the rectum and anus are apt soon to become 
very tender from straining and irritation, and the passage of the tube 
shown, even by the gentlest hand, becomes painful. In such cases, 
instead of seeking to secure a continuous irrigation it is better to take 
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a soft-rubber Wales' bougie, pass it gently the full length, inject as 
much of the solution selected as can be retained, and allow the patient 
to evacuate it after the tube has been withdrawn. Even this pro- 
cedure is not free from danger, and I have seen it produce very 
serious consequences. 

For a careful experimental study of the whole question of hot- 
water irrigation for pelvic and intestinal diseases the reader cannot do 
better than consult the monograph of Dr. E. C. Kemp, who has de- 
voted much labor to the subject. 

In the old and advanced cases, those beyond the benefit of local 
treatment — and these are many — there are only two methods to be 
followed. One is complete resection of the ulcerated or inflamed 
part, and the other is colostomy. 
6 



Digitized by 



Google 



CHAPTER VI. 

STRICTURE OF THE RECTUM. 

Strictures of the rectum may be grouped under the following 
varieties: 

1. Congenital. 

2. Due to pressure from without 

3. Spasmodic. 

4. Cicatricial. 

5. Inflammatory. 

Congenital Stricture. — The congenital narrowing of the rectum, 
both complete and partial, which is sometimes seen, has been already 
described in speaking of the malformations of this part. 

Any congenital hypertrophy of the valves of the rectum sufficient 
to cause narrowing of the canal should also be included in this cate- 
gory. 

Stricture due to Pressure from Without. — A tumor of any kind in the 
pelvis will not infrequently press upon the rectum so as to obstruct 
its calibre and even cause gangrene. An abscess in the pelvis in men 
may be accompanied by an amount of inflammatory deposit around 
the rectum sufficient to obstruct it; and a pelvic inflammation in 
women may be accompanied by an exudation which, either by its size 
or in the form of bands across the bowel, shall partially or completely 
close it. A typical case of this variety from my own practice is 
shown under the chapter on Abscess. 

Spasmodic Stricture. — Much has been written in times past upon 
the question of spasmodic stricture of the rectum, but for a long time 
the condition was looked upon by the best authorities with great 
doubt, if not with absolute unbelief. Spasmodic contraction or stric- 
ture of the external sphincter is not an unusual condition, but spas- 
modic stricture of the canal above this point has always been a matter 
of belief and assertion rather than of demonstration. 

I have already referred to the difficulty which often exists in pass- 
ing a rectal bougie, from the natural conformation of the parts. It is 
upon this difficulty that nearly all the arguments for, and the sup- 
posed cases of, spasmodic stricture rest. When the bougie cannot be 
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passed a spasmodic or organic stricture is supposed to be the cause. 
When, after numerous trials, by a lucky manipulation an entrance is 
effected, the spasm has been overcome. To this may be reduced 
nearly all the reported cases of this affection which from time to time 
have appeared in the writings of those who have devoted attention to 
the subject. 

Mollifere, with his usual happy style, has gone very nearly to the 
bottom of this question. 

He says that at a not very remote period there flourished by the 
side of Ashton, Curling, and the surgeons of St. Mark's Hospital, 
certain specialists as expert in finding strictures in the rectum as our 
laryngologists in discovering polypi in the larynx. These estimable 
practitioners gave themselves up to the daily exercise of dilatation by 
bougies, and to facilitate the practice one of them had invented a 
pair of pants of a special pattern, dressed in which novel livery his 
patients came daily to have a sound introduced into the anus. 

This whole question of spasmodic stricture has been very* ably dis- 
cussed by Van Buren, and if the reader wishes to follow it further 
he can scarcely do better than to consult that author. Uncomplicated 
spasmodic stricture of the rectum is a thing whose existence was for a 
long time not admitted by the best authorities, and which will seldom 
be found by a skilful examiner. It is, perhaps, too much to say that 
it never exists; but a well-marked case of it within easy reach of the 
finger, which can be plainly detected by an ordinary examination, and 
which disappears under chloroform, will seldom be seen. 

Nevertheless, as my own chances of observation have increased I 
have come to have greater faith in the occasional existence of this 
condition as a surgical curiosity, agreeing in this with Bali, Cripps, 
and other later writers. The following is a case in point : The patient 
was a very nervous physician, worn out by suffering from rectal dis- 
ease. His one chief symptom was pain in the rectum, caused by 
defecation and increased by the sitting posture, lasting often for many 
hours after a movement of the bowels. On touching the skin near 
the anus, in an attempt to draw the parts open for inspection, I found 
the pain was so intense as to cause him to cry out at the least touch. 
With much gentleness the finger was passed through the external 
sphincter, and met by a stricture at about an inch above — in other 
words, at the level of the internal sphincter or slightly above. A few 
days later he was etherized, and before giving the anaesthetic this 
condition was again verified both by myself and my associate. The 
ether was then given, and not till profound narcosis had been reached 
did the constriction disappear. The patient was found to be suffering 
from hemorrhoids and an ulcer the size of a silver half-dollar, but 



Digitized by 



Google 



84 SURGERY OF THE RECTUM. 

quite superficial, over the internal sphincter. The cure of these was 
followed by the relief of all symptoms. 

This was certainly a case of purely spasmodic stricture, but too 
near the anus to prove the point under discussion — spasmodic stric- 
ture of the rectum proper ; though if we may have spasmodic stricture 
of the unstriped muscular fibres of the internal sphincter, why may 
we not have the same an inch higher up f 

Cicatricial Stricture. —A simple traumatism may result in stricture, 
either by causing ulceration and cicatrization or by exciting a chronic 
inflammation of the walls of the rectum. Among these traumatisms 
may be enumerated, applications of strong acids, the performance of 
some surgical operations, notably excision, and Whitehead's operation 
for hemorrhoids ; foreign bodies, kicks, falls upon sharp objects, and 
injury produced by the head of the child at birth. 

Inflammatory Stricture. — Under this head the great mass of stric- 
tures must be grouped. It includes the so-called dysenteric, the vene- 
real, and most of the so-called syphilitic forms. 

There has been considerable discussion as to whether dysentery 
ever causes stricture. The argument against it is based upon the 
fact that good observers who have treated many cases of dysentery 
have never seen a resulting stricture. Nevertheless, if nearly every 
other form of ulcerative proctitis causes stricture it would be strange 
if this did not ; and the positive evidence of the many writers who 
have seen well-marked cases must overbalance the negative testimony 
of those who have not chanced to do so. 

The most typical case of many which have come under my own 
observation is that of a physician who denies any history of venereal 
disease. For several years he practised in Central America and there 
contracted dysentery. At the end of the disease he passed per anum 
a gangrenous slough forming a complete cylindrical cast of the upper 
rectum and sigmoid several inches long, and which remained protrud- 
ing from the anus in spite of all his efforts. With his finger in the 
bowel he tore away the attachments of the slough to the rectum and 
then made a good recovery, except that he has had a stricture ever 
since at the level at which the slough was separated, about four inches 
from the anus. 

Not only must dysentery be included among the causes of stric- 
ture, but these strictures are often multiple, surrounded by much in- 
flammatory hypertrophy, difficult to distinguish from the so-called 
syphilitic stricture, and incurable by any method except resection. 

Tuberculous Stricture. — Under specific proctitis we have already ex- 
pressed our doubts as to the existence of this form of disease, when 
the word is used with strict limitations. Nevertheless, as good observ- 
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ers claim to have seen it, it should be included in the category, and the 
accompanying Fig. 27 is appended. 

Venereal Stricture. — The venereal sores capable of producing a 
stricture are the chancroid, the later syphilitic ulcers, and ano-rectal 
syphiloma. We shall leave out of consideration the true chancre and 
the mucous patch, for the reason that their influence in the causation 
of stricture is still rather a matter 
of surmise than of proof, and the 
same thing may be said regarding 
gonorrhoea of the rectum. 

For a description of these ulcer- 
ative venereal processes the reader 
may again refer to the chapter on 
Inflammation. 

Syphilitic Stricture. — Proctitis 
due to any cause, venereal or other, 
when chronic and attended by suf- 
ficient hypertrophy or cicatricial 
contraction of the coats of the rec- 
tum, will result in stricture; and 
so may any inflammation of the 
perirectal tissues. 

It is to this cause that the large * 

class of strictures which for many 
years have been classified as syph- 
ilitic is to be attributed. The im- 
possibility of finding any venereal 
cause for this form of disease in a 
great many cases in private prac- 
tice will be admitted by every ob- 
server, and a single case of so-called 
syphilitic stricture in which the 
existence of syphilis is manifestly 
impossible is a very hard clinical 

act to overcome by theory. I have Fl0 ' * 7 -- stricture f ^^ rcul0US ulceratIO!1 - 
seen many such, and so have 

others, though the idea that a virtuous maiden lady of sixty or so 
may have contracted syphilis without ever having been exposed in the 
usual way, or showing any evidence of the disease except an ulcera- 
tion of the rectum following, perhaps, an operation for hemorrhoids, 
has been generally used to explain them. With this theory I have no 
sympathy. When this form of stricture occurs in a patient who has 
had syphilis, there may be some basis for supposing that it may be 
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syphilitic, though the fact of having had syphilis by no means proves 
it to be so ; but when it occurs under circumstances which make the 
previous existence of syphilis an improbability, both morally and 
clinically, some other etiology must be found. 

Take, for example, such a case as the following : 

A young lady of sixteen has typhoid fever with various complica- 
tions. At one time the bowels become impacted and are dug out with 
the finger and a spoon by a nurse. Great pain is caused at the time 
and considerable bleeding. Never after that is the girl free from 
pain, and bloody discharge from the rectum, and because of this she 
is never able to convalesce after the subsidence of the typhoid. In a 
few months a fistula forms which breaks on the skin and also causes a 
free communication between rectum and vagina. An examination 
under ether shows advanced destructive ulceration of the rectum, 
tight stricture, and a nearly imperforate hymen. A colostomy ends 
fatally from exhaustion and shock. Setting aside preconceived theo- 
ries, is it more logical to suppose that this stricture was due to ty- 
phoidal ulceration or was caused by a rough attack upon the rectum 
with a spoon; or to syphilis! If to the latter, at what stage of the 
continuous and definite clinical history of ulceration, beginning in 
typhoid and ending with stricture and recto- vaginal fistula, shall we 
drop the influence of the initial cause and invoke that of syphilis! 

I have read carefully the chapter by Quenu and Hartmann on this 
question, and am much impressed by their exhaustive study. They 
believe in the occasional existence of true syphilic stricture, as we all 
must; but they also believe in a simple proctitis with connective- 
tissue hypertrophy which will cause a stricture indistinguishable from 
syphilitic stricture. 

" We may say at the present time that strictures of the rectum may 
be found among those who have had syphilis, presenting very different 
histological characteristics from the typical syphilitic stricture." 

Again, referring to Pnplay's article ' denyiug the syphilitic nature 
of these strictures, they say: "Most often the microscopic examination 
of sections has established that the lesions present only the characters 
of a chronic inflammation even when the patients are constitutional 
syphilitics. The stricture appears in these cases, by far the most 
numerous, the result of a chrouic rectitis, and this rectitis has been 
determined by common causes even where it has followed a local 
syphilitic lesion. The latter acts only as any other lesion of the 
mucosa: it opens the door to the causes of infection coming from the 
rectal contents, and thus determines in an indirect manner the pro- 
duction of stenosing rectitis." 

1 Semaine Medicale, 1892, p. 461. 
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Under the bead of simple proctitis should be included the great 
mass of so-called syphilitic strictures. The gross appearances of these 
strictures are familiar to all. By digital examination a rigid canal is 
reached just within the rectal pouch. The walls contract like a cone 
until often at the upper part the passage of the finger is impossible. 
The upper part is fluted, the mucous membrane is sometimes smooth 
and movable, at others completely destroyed. The rectum as a whole 
is movable, and vaginal examination allows the fibrous mass of the 
rectum to be felt, but the vagina is not adherent to it. There are no 
enlarged glands. 

Under the microscope the glands of the mucosa will be found to 
have completely disappeared. Irregular papillary projections pene- 
trate the thickened and hardened epithelium, which rests directly upon 
the subjacent connective tissue, it being impossible to distinguish 
what appertains to the chorion of the mucosa or to the cellular layer. 
The epithelium has changed from the cylindrical to the stratified 
pavement variety and taken on the Malpighian type. In the deeper 
parts is seen a process of hardening, and, in general, a thickened 
layer, completely hardened, where the cellular contours have disap- 
peared. At some points the mucous membrane is adherent. The 
epithelium rests directly on the subjacent fibrous tissue. There are 
neither muscularis mucosae nor glands. Between the epithelium and 
the muscular layer, dense fibrous bundles are seen, heavily charged 
with embryonal cells. At certain points these fibrous buudles appear 
gathered around the blood-vessels. Embryonic cells, strongly colored 
by the reagents, exist in abundant masses in the lymph spaces which 
separate the fibrous bundles and around nearly all of the blood-vessels, 
which are, moreover, rare in the fibrous thickening and only capil- 
lary, their endothelium being tumefied, the nuclei of the endothelial 
cells very marked and brightly colored by reagents. In the periph- 
eral portions the unstriped muscular fibres show no changes, but the 
vessels in this layer or beyond are altered and the endothelium of 
the arteries is somewhat proliferated. Both arteries and veins are 
surrounded by considerable embryonic masses. 

In other words, we have to do with an inflammatory affection 
characterized by a perivascular sclerosis with complete disappearance 
of the glands of the mucous membrane aud transformation of epi- 
thelium. 

That syphilis often plays any r61e in the causation of such a stric- 
ture I cannot believe. In the first place, many of these patients have 
never had any manifestation of syphilis, unless this be syphilis ; and if 
this be syphilis it is often the first, last, and only symptom of the 
disease. I do not refer now to patients who deny syphilis either from 
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ignorance or from design, but to young girls in the higher walks of 
life and to physicians in whom to attribute the disease to syphilis is 
no more reasonable than to attribute it to leprosy, and is to disregard 
all rules of evidence and common sense. 

In the second place, this condition never yields to either mercury 
or iodine. To account for this it is customary to say that the treat- 
ment is undertaken too late. But why is it alivays too late! The 
cases are seen early, for they are attended by great pain and suffering. 
The sufferers wander from doctor to doctor, and often' give a history 
of prolonged antisyphilitic treatment, but are never relieved by it. 

In the third place, in no other organ of the body are true syphi- 
litic lesions ever found at all comparable to this one. Syphilis does 
cause stricture of the larynx, trachea, and perhaps also oesophagus, 
but these contractions are due to the cicatrization of lesions primarily 
ulcerative ; they are irregular cicatrices and salient bands which de- 
form the organ and in no way resemble the regular conical stricture 
of the rectum due to hypertrophy and sclerosis which we are consid- 
ering. If this stricture be syphilitic it is a lesion peculiar to the rec- 
tum and unique in the history of syphilis. It is in no way similar to 
gummy deposit, under the microscope or in clinical appearance. That 
gummata may form in the rectum we all know, and the distinct cir- 
cumscribed deposit is not generally difficult to diagnose when met. 
It may also break down, ulcerate, and cause fistula, but it is very 
different in every respect from the stricture we have described. 

While admitting that syphilis in two forms, late ulcerations and 
the peculiar infiltration of Fournier (anorectal syphiloma), way cause 
stricture, we believe that both are rare ; the latter so rare as to be a 
curiosity ; and that what has been described for years as syphilitic 
stricture, and on account of which the moral character of so many 
women has been taken away by physicians, is nothing more than a 
simple inflammatory condition. 

Pathological Anatomy. — In studying the pathological anatomy of 
stricture there are several points to be observed, for changes will be 
found not only at the stricture itself, but both above and below it 
and in the surrounding parts. 

From what has been said already, it will be inferred that a stric- 
ture which is not the direct result of a deposit of new material in the 
rectal wall, as in cancer, will be composed either of cicatricial tissue, 
such as is found in other parts of the body, or else of hypertrophied 
connective tissue, which is firm and dense and creaks under the knife 
on section. All the connective tissue in the rectum at the diseased 
point, whether submucous, subperitoneal, or intermuscular, will be 
found to have increased in quantity, and this accounts for the in- 
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creased thickness of the rectal wall. The mucous membrane at the 
seat of stricture will generally be found destroyed, and replaced by 
granulation tissue on this fibrous base, which bleeds easily when 
scraped. 

Above the constriction a process occurs which will be found to be 
almost constant. This begins by a dilatation of the bowel and an 
hypertrophy of the muscular layer, with, at first, a thickening of the 
mucous membrane. Later, the mucous membrane, due probably to 
the irritation of retained feces, will show all the stages of ulceration, 
from simple congestion in some points to a complete destruction in 
others and an exposure of the muscular tissue beneath. 

This ulcerative process may extend for several inches up the 
bowel. The wall of the bowel above the stricture may be as thin as 
paper in spots, and at such points perforation is apt to take place. 
Fatal perf oration from this cause has happened in my own practice a 
few hours after excision of a cancerous stricture. In a case reported 
by Goodhart, the changes of which we are speaking had gone on to 
actual gangrene, extending in spots along the transverse and descend- 
ing colon, and were undoubtedly due to the intensity of the inflam- 
matory action caused by the retained irritant matters. The bowel is 
also generally distended with gas and faeces, and the latter are more 
often fluid than solid, though fecal tumors, with their well-known 
characteristics, will sometimes be met. 

The dilatation above the stricture may reach an enormous size, 
and may ultimately result in a cul-de-sac or pouch which will fill a 
large portion of the abdomen and dip down below the point of con- 
striction, and an ulceration in this pouch may result in its perforation 
and the establishment of a fistulous outlet for the faeces. Such an 
opening may be into the rectum, either above or below the stricture, 
or into the pelvis, with the necessary result of abscess. An opening 
may also be made into the bladder in either sex, and in females into 
any part of the genital tract. 

The cellular tissue in the ischio-rectal fossae around a stricture may 
also become hard and lardaceous as a result of chronic inflammation ; 
and this change may extend to some distance from the original start- 
ing-point along the sacrum, as high as the promontory, and into the 
subperitoneal tissue of the iliac fossae. 

Abscess is always liable to occur in the neighborhood of the stric- 
ture, probably from lowered vitality in the parts, and this accounts 
for the relative frequency of fistulae in this disease. These may be 
both numerous and extensive, and may make communications be- 
tween the rectum and any of the adjacent organs. 

Below the stricture the rectum may sometimes be found unchanged 
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from its normal condition, but it will generally be ulcerated as it 
is above, or else there will be hemorrhoidal tumors, excoriations, 
and vegetations and tags of larger or smaller size. These growths 
are the result simply of irritation of the discharge from the process 
above. 

Most strictures are located in the lower part of the rectum, and 
hence their presence is easily detected in the majority of cases. They 
are said to be far more frequent in females than in males, because 
many of the causes which produce them operate chiefly in females, 
but my own statistics do not verify this idea. Age has little influence 
upon their frequency after the period of adult life. 

A stricture may or may not involve the whole circumference of the 
bowel ; and the contraction may be so slight as not to be apparent till 
the bowel is distended with the speculum, when a falciform band 
may spring out from one side. In more extensive disease there is 
still usually a passage for the fadees, but this may be very slight. The 
most extensive disease will be found to be due generally either to 
dysentery or chronic proctitis, and in such cases the calibre of the 
bowel may be lessened for a space of several inches. 

Symptoms. — These may be grouped under two heads, those due to 
ulceration and those due to mechanical obstruction. In the great 
majority of cases the signs of mechanical obstruction will be preceded 
by those of the ulceration which has caused it. The symptoms of 
ulceration of the rectum are diagnostic and have already been de- 
scribed under that heading. 

The one positive sign of a stricture is the obstruction, and this 
may show itself in several ways, generally at first by alternate attacks 
of constipation and diarrhoea. The constipation is mechanical, and 
is due to the accumulation of faeces above the constriction. The diar- 
rhoea is secondary to the accumulation, which in time begins to act as 
a foreign body, setting up a catarrhal inflammation, as a result of 
which sufficient fluid is poured into the bowel to soften the hardeued 
mass, and large quantities are discharged, only to be followed by a 
fresh accumulation. 

It has often been asserted that a well-marked lessening of the 
rectal calibre must, in the nature of things, produce a change in the 
shape of the faeces ; but this is not quite true. The flattened, tape- 
like stool is a sign of value when present, and should always lead to 
careful exploration; but it may not be present even in the worst 
cases of stricture, and it may exist without stricture, in the latter case 
being due to an irregular spasmodic action of the sphincters. 

It is well known that, with the closest stricture high up in the 
rectum or sigmoid, faeces may be reformed in the rectum below and be 
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passed normal in size. At the bedside but little importance is to be 
attached to the statements of patients concerning this matter. 

After a stricture has existed for a certain length of time, signs of 
obstruction may be manifest by abdominal palpation and inspection. 
The transverse and descending colon can be felt partially distended 
with masses of faeces, which will be dull on percussion, tender to the 
touch, somewhat movable, and pitting on firm pressure. After an 
attack of diarrhoea, or after a brisk purge, these accumulations may 
disappear, only to form again in a short time. 

The condition of chronic obstruction with its attendant evils — 
dilatation of the bowel and intestinal catarrh above the obstruction, 
with ulceration and thinning of the intestinal wall — is thus insensibly 
established. One who sees many of these cases of chronic obstruc- 
tion, and knows how dilated and weakened the bowel may become 
above the stricture, will be very cautious in the use of cathartics in 
this condition. 

Acute obstruction may at any time be added to the chronic condi- 
tion ; but acute and complete obstruction are comparatively rare in 
stricture of the rectum ; and acute obstruction as the first symptom of 
the disease, without the previous history of ulceration, is rarer still. 
In my own experience I have seen acute complete obstruction super- 
vene upon the chronic condition in but few cases, two ending fatally 
in rupture of the colon, and the others relieved by operation. 

Acute obstruction as the first and only symptom of stricture I have 
seen but once — a case of cancer between the promontory of the sacrum 
and rectum, occluding the latter by direct pressure. In one other 
case acute obstruction ended fatally before there were sufficient symp- 
toms of rectal disease to enable us to make a diagnosis ; the patient, a 
physician, complaining only of pain in the left iliac fossa, and of oc- 
casional passages of blood with the faeces. The autopsy revealed an 
annular cancerous stricture in the sigmoid flexure. 

Generally complete obstruction does not occur without ample 
warning. It is more apt to appear suddenly where the stricture is 
high up in the rectum or at the junction with the sigmoid flexure. 

It comes on with the usual signs of acute intestinal strangulation 
— pain, swelling of the abdomen, bloody passages, etc. — and it may 
be caused by some indigestible substance which has been swallowed 
and refuses to pass the stricture, or merely by hardened faeces or pro- 
lapse of the bowel above into the constriction. 

There is one important element in the obstruction due to stricture 
which must not be forgotten. It will sometimes happen that fatal 
obstruction will occur even when, on post-mortem examination, the 
calibre of the stricture is found to be large enough to permit the pas- 
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sage of the finger, showing that the obstruction could not have been 
due merely to the contraction of the new growth. 

The explanation of the condition is not difficult. Stricture high 
up in the rectum is much more dangerous and liable to cause sudden 
and complete obstruction than when low down, on account of the 
greater mobility of the gut. Thus we constantly see patients going 
for years with stricture in the lower three inches of the gut, the cali- 
bre of which is so small as to cause constant wonder at the escape of 
any solid faeces; while, on the other hand, we occasionally meet with 
sudden death from obstruction in stricture higher up, where the 
amount of contraction does not seem sufficient to cause such result. 

The fact is that a very small outlet will answer the purpose when 
the orifice is fixed, and the whole muscular power exerted in straining 
can be brought upon this fixed point. When, on the other hand, the 
outlet is not fixed by surrounding tissues, the gut bends on itself, 
the outlet is no longer in the axis of the force used, and the more 
the force the greater the obstruction due to flexure of the canal. 

Stricture of the rectum, whether cancerous or benign, left to its 
own course, ends fatally, either by obstruction or by exhausting the 
sufferer's powers. After a few years these patients sink into a miser- 
able condition, worn out by constant rectal tenesmus, by chronic in- 
testinal obstruction, and by degeneration of the kidneys. 

Diagnosis. — The first means of diagnosis in stricture is the exami- 
nation with the finger; and, as the majority of strictures are confined 
to the lower portion of the rectum, this is in itself often sufficient. 
It is the best and safest and least painful of all the means of diagnosis 
when properly executed, and yet it may be the immediate cause of 
death to the patient when roughly practised. 

There is an inborn tendency on the part of many, when the index 
finger comes in contact with a tight stricture, to bore through the 
narrow passage which is left and feel what is on the other side — a 
tendency to be struggled against and overcome. If the surgeon has 
deliberately determined to practise divulsion, this is one way to do it ; 
but at present we are speaking of diagnosis, and forcible dilatation is 
not diagnosis, but a very grave surgical procedure. 

The finger should therefore be passed slowly up to the stricture, 
and, unless the calibre admits of it without straining, it should not 
be passed farther. The condition of the parts below may also be ap- 
preciated, the amount of induration estimated, and a general idea 
formed of the nature and extent of the disease. In women the vagi- 
nal touch will generally be found of the greatest value and should 
never be omitted. 

As a rule, all can be learned in this way that can be learned in 
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any other when the disease is within reach of the finger, and nothing 
is to be gained by a painful speculum examination or the use of the 
bougie — means of diagnosis which, however valuable when the strict- 
ure cannot be felt by the finger, are of little use for the lower four 
inches of the rectum. 

When a stricture is situated high up in the rectum or in the sig- 
moid flexure, the confidence in diagnosis which comes from actual 
contact of the finger with the disease is entirely lost, and there is per- 
haps nothing in the whole range of surgical diagnosis which requires 
more skill than the detection of stricture in this part, and nothing 
that is attended with more uncertainty. 

A stricture in the locality in question must be examined for with 
the greatest care and gentleness, and the examination will often be 
negative in its results. The attempt to decide the question by the use 
of bougies is not always satisfactory and by no means free from dan- 
ger. It is unsatisfactory to the general practitioner, because an ob- 
struction will generally be encountered in trying to pass an instru- 
ment of any considerable size through this part of the bowel, and the 
passage of an instrument of small size, which is much easier, proves 
nothing. It is dangerous because a diseased bowel may easily be rup- 
tured with what may seem to the operator to be no more force than is 
justified in attempting to overcome the natural obstructions in this 
part of the passage. 

If a hollow, soft-rubber bougie is used for exploration, the opening 
at the lower end should be of a ?ize to admit the small tube of a 
Davidson syringe, which should be fitted to it before the attempt to 
pass it is begun. Then, with a basin of warm water close at hand, 
the bougie may be introduced, and at the first obstruction the bowel 
should be filled with water until it is moderately distended. In this 
way the folds of mucous membrane are drawn out of the way by the 
distention of the whole bowel, and one great obstacle is eliminated. 
The next is the promontory of the sacrum, which is much more easily 
passed by a soft than by a stiff instrument. Without these precau- 
tions, and sometimes with them, the inexperienced examiner will find 
a stricture in the rectum of nineteen persons out of twenty, no matter 
how healthy they may be ; and for this reason it is seldom safe to rest 
the diagnosis of rtricture on the fact that a bougie cannot be made to 
pass. Moreover, a bougie of good size will often pass a stricture small 
enough to produce great trouble. 

The sound made by Dr. Andrews, and described in the chapter on 
Exploration, is of greater value than the flexible rubber instrument, 
though more dangerous in unskilled hands. For my own part, if 
I could pass no bougie at all after proper trials, and if, under ether, 
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I still failed to effect the passage of an instrument, I should not hesi- 
tate to make a positive diagnosis of a very tight stricture. Also, if a 
medium-sized bougie, say No. 7, passed easily, but a No. 8 could not 
be passed, and the symptoms pointed to old ulceration of the intes- 
tine, I should diagnosticate a contraction, but I should not do so till 
after several careful trials with the instruments. 

It is in just these cases that high exploration of the rectum with 
reflected light and a long cylindrical speculum may be of great benefit. 
There is danger in its use, however, for a fatal laceration may as 
easily be caused by pushing against a stricture as by forcing a way 
through it. 

Should the symptoms justify it, an exploratory laparatomy is 
always in order, and should be made as for left inguinal colostomy, 
in order that an artificial anus may be established at the same time, 
should a stricture be discovered. 

After the presence of a stricture has been decided, the determina- 
tion of its character may also be a matter of great difficulty. 

As a first step in the differential diagnosis between malignant and 
non-malignant stricture, the length of time the disease has existed is 
of great practical help. Cancer of the rectum generally runs its 
course in two or three years. When, therefore, a patient says sMct- 
ure and ulceration have existed ten, fifteen, or twenty years, a great 
point has been gained. When, on the other hand, a middle-aged 
patient says that the symptoms date back only a few months, and an 
examination reveals masses of hard tissue occluding the bowel, with 
more or less destructive ulceration, the disease can hardly be other 
than malignant. 

By careful attention to the history alone, the nature of the affec- 
tion can thus very often be determined. 

In other cases digital examination alone is sufficient for the differ- 
ential diagnosis. Generally cancer in the rectum presents itself to the 
sight and touch as a hard mass, nodular, irregular, and without pedi- 
cle; growing in the substance of the rectal wall and involving all 
adjacent tissue ; with no tendency to isolate itself and hang free in the 
cavity of the gut. More rarely it is seen in the form of a deep ulcera- 
tion with hard floor and raised hard edges — an ulceration so pro- 
nounced and so destructive as to leave no room for doubt as to its 
nature. Again it not infrequently presents itself as a bleeding, fun- 
gous mass involving the whole substance of the rectal wall, filling and 
occluding the gut, and perhaps extruding at each act of defecation. 

In either of these three clinical forms the gross characteristics are 
diagnostic, and with experience it is not generally difficult to decide 
between malignant and non-malignant disease. The cases most doubt- 
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ful are those in which the rectum is occluded by dense masses of fibrous 
tissue. In these the amount of disease may be as great as, or greater 
than, in cancerous infiltration, and the hardness to the touch may be 
the same ; but the history of the case and the length of time it has 
existed will generally solve the question. 

Enlarged glands in the groin or hollow of the sacrum are of great 
value when found, and we always have the microscope to appeal to 
in case of doubt. 

I would not, however, give the impression that this diagnosis be- 
tween benign and malignant disease can always be made absolutely, 
either by the history or by digital examination, for such is not my 
experience, and I am occasionally very glad to secure a piece of the 
growth for microscopic examination before committing myself to a 
positive diagnosis. 

The odor of cancer I have never been able to distinguish as any- 
thing diagnostic, and I confess to a feeling of relief when in Cripps's 
monograph on this subject I find that he also appreciates that in some 
cases the diagnosis may be difficult. 

Greater difficulty may be found in the differential diagnosis of the 
different forms of non-malignant stricture from each other than in 
deciding the first great question of cancer. 

In congenital stricture in adult life the existence of a knife-edge 
constriction without tilceration or induration is diagnostic. Strictures 
resulting from slight traumatism, such as operations for hemorrhoids, 
may be recognized by the absence of any other exciting cause, and 
by the history of long-continued ulceration. 

Treatment. — The treatment of stricture of the rectum is chiefly 
surgical. If a man still believes that all strictures not cancerous are 
syphilitic, he may use antisyphilitic treatment, and in most cases he 
will find it will have no effect upon the local condition. 

It is well to exercise caution in this matter, however, for the gen- 
eral condition of these patients is never up to the normal, and a 
severe course of constitutional treatment may be productive of harm. 

There are various means by which the comfort of these sufferers 
may be greatly increased without recourse to operative treatment; 
and since in many cases the surgeon is limited to these means in his 
efforts to afford relief, it is well that they should receive careful at- 
tention. The most effectual of them will be found to be a careful 
regulation of the diet, the administration of laxatives on occasion, and 
rest. The diet should consist mostly of fluids, preferably milk. If 
milk is complained of, or causes large, solid passages, soups may be 
substituted. A certain amount of farinaceous food may also be al- 
lowed, such as toast and crackers; but milk is the basis of the diet, 
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and the other things are intended only to make that diet endurable. 
Many patients will assert from the outset that they cannot take milk, 
and this will occasionally be found true, but nearly all can take it, 
and considerable quantities of it daily for an indefinite period, if a 
little care is exercised in its administration. 

The bowels should move daily without straining. Should any 
medication be necessary to secure this daily evacuation, a mild laxa- 
tive will be found all-sufficient. The mineral waters or Rochelle salts 
answer every purpose. One of the most grateful ways to these suffer- 
ers of moving the bowels is to administer an enema of warm water 
through a long tube which will reach above the stricture. 

Purgatives are always contraindicated in stricture of any variety, 
because they cause straining and tenesmus, increase the tendency to 
congestion and its consequences, and because when obstruction actu- 
ally exists or is threatened they may do great harm by exciting vio- 
lently peristaltic action in an already weakened and ulcerated bowel. 
The opposite condition of diarrhoea is more difficult to meet, find often 
cannot be controlled by direct medical treatment, depending, as it 
does, on the ulceration associated with the stricture. It is best met 
by diet, rest in the recumbent posture, and bismuth with morphine. 

The general strength of these patients is to be supported in every 
possible way, and in all of them by whom it can be borne cod-liver 
oil will be found to answer a good purpose. 

When obstruction actually exists, operation is of course indicated, 
but much may be done in the way of general treatment before resort- 
ing to operation. Food by the mouth should be given, if possible, 
and opium in large doses to allay the violent peristalsis. In more 
than one case of complete obstruction I have secured an action of the 
bowels after producing complete opium narcosis. ~No purgatives 
should be given. Tapping the distended coils of gut with a fine aspi- 
rator needle has also saved life in my own practice, but these things 
are to be thought of only when a laparotomy cannot for any reason 
be performed. 

The surgical means at our command for the treatment of this affec- 
tion are : Dilatation, incision, excision, colostomy, and anastomosis around 
the disease. 

Dilatation. — This, either alone or in connection with incision, is one 
of the most reliable agents for the treatment of stricture. By dilata- 
tion I mean gradual stretching, not forcible divulsion. The latter is 
a justifiable procedure; one which under certain conditions may ac- 
complish great good, but one seldom applicable. 

Whether dilatation be practised as an independent method of treat- 
ment or as a supplement to division, it should always be practised in 
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one way. Nothing is productive of more evil than forcing a bougie 
through a stricture when the instrument is too large to be passed with- 
out pain and violence, and no good is ever accomplished in this way. 

A bougie that is large enough to cause pain by stretching is always 
too large to do anything but harm. 

The instrument best adapted for this purpose is the soft-rubber 
one. A size should be selected which will pass through the stricture 
without force and which may be left in place several hours without 
causing uneasiness. In this way absorption of the stricture tissue 
may be caused, and great benefit may result. It is a well-known fact 
that if the smallest filiform bougie be passed through a stricture of 
the urethra and allowed to remain for a day or two, a much larger 
size can then be substituted for it; and the same is true of the 
rectum. Any instrument the introduction of which* causes pain will 
soon cause so much irritation as to render its use impossible ; while 
with gentleness and time most non -malignant strictures may be 
greatly benefited. 

When the disease is so high up that the long bougie is necessary, 
its introduction should never be left to either patient or nurse ; for 
even with the soft-rubber one mentioned great harm may be done. In 
cases in which the disease is nearer the anus I have had these same 
instruments made five inches long instead of twelve, and these may 
safely be entrusted to the patient. They are numbered in size from 
one to twelve. 

The treatment by gentle dilatation will accomplish most in cases 
of limited severity and as a supplement to the treatment by incision. 
Most of the old fibrous strictures are too extensive to be relieved in 
this way, and in malignant disease it does harm. 

Inciman. — The treatment of stricture by linear proctotomy was in- 
troduced by the French surgeons, and, judged by their first enthusi- 
astic reports, it seemed that by it aloue a radical cure could be ef- 
fected. Subsequent experience has convinced me that such is not the 
case, and that, like the analogous operation of external urethrotomy, 
it must be followed by dilatation to preserve the channel opened up 
by the knife. As a means of saving time, and of gaining a wider 
passage than can be hoped for from the bougie alone, it is of great 
value. 

Two operations are spoken of — internal aud external posterior 
linear proctotomy. The internal consists simply of a division of the 
stricture tissue alone by an incision in the median line behind, the 
cut being deep enough completely to divide all of the fibrous tissues. 
The external operation does this and more, inasmuch as it divides not 
only the stricture, but also all of the tissue between it and the anus, 
7 
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with the sphincters, and thus allows drainage and avoids one of the 
great dangers of septic periproctitis. 

The originators of this operation employed either the Paquelin 
tjautery knife or the chain 6craseur for the incision, both of them 
being bloodless ; and in my own first cases I used the cautery. But 
the bleeding with the external operation is not a matter to be feared, 
being easily controlled by packing the incision; and I now use a 
straight, blunt-pointed bistoury, passed into the bowel and through 
the stricture on the left index finger as a guide. 

Care should be taken to have the incision reach well above and 
well through all the stricture tissue, and to be as nearly as possible in 
the median line behind. 

The danger of subsequent incontinence from this incision, if the 
sphincters are in good condition when it is made, is not very great ; 
but the wound at the anus generally takes many weeks to heal, and 
this is a great objection to it. There are two ways of avoiding this. 
One is to confine the incision to the stricture, leaving the anus intact, 
and to drain this incision by a tube brought out through the skin at 
the tip of the coccyx. This I have tried in several cases, with the 
result of saving much time. The tube should be left in till all dan- 
ger of periproctitis has passed. If there be no rise of temperature by 
the fourth day it may be safely removed, and the wound caused by it 
will generally heal promptly. 

Another method I have sometimes used is to divide the sphincters 
and then employ three or four deep provisional wire sutures between 
the anus and the stricture, leaving them loose and stuffing the incision 
with charpie. When all danger is past and granulation is well under 
way, the opposing surfaces are scraped and the sutures tightened. 
This may be done at about the end of the first week, and, as more or 
less firm union is pretty sure to result, considerable time is saved. 

The one great danger of this operation is septic periproctitis, and 
though with proper precautions as to antisepsis and drainage this 
may be greatly lessened, it can never be entirely eliminated. The 
danger of primary hemorrhage is not great. No large vessels are cut, 
and all bleeding is within easy reach. Secondary hemorrhage I have 
seen once in a case of very extensive cancer divided with the cautery. 

The after-treatmeut consists only in the use of the bougie, com- 
menced as soon as the incision has begun to fairly close up — that is to 
say, after three or four weeks — and followed steadily and gently, as 
already indicated. The bougie should be used for three or four hours 
each day, or, as is my favorite practice, introduced when the patient 
goes to bed and left in all night. 

In the great majority of cases the short instrument will reach above 
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the disease, and after one or two trials its use may be left to the pa- 
tient. If pain is complained of it is a sure indication that the instru- 
ment is too large and is doing harm. 

My own experience with this, method has been considerable, and 
neither theoretically nor from experience can I recommend it in ma- 
lignant disease. The danger of it is certainly greater than that of a 
colostomy, and nothing more than temporary slight benefit can be 
hoped for, as, in the nature of the case, subsequent dilatation can do 
little good. 

While proctotomy must always be unsatisfactory in malignant dis- 
ease, exactly the opposite has been the case in benign strictures, and 
here I have never had occasion to regret its performance. For all 
cases of non-malignant stricture which are not so far beyond the reach 
of local treatment that either excision or colostomy is indicated from 
the first, this plan of treatment will be found to give the best results 
and the nearest possible approach to a cure. 

Partial Destruction; Electrolysis; Eaclage. — The consideration of 
these things need detain us but a moment. In benign strictures all 
that they can accomplish can be done better by linear proctotomy, and 
in malignant disease they are contraindicated. The cauterization or 
scraping of old non-malignant ulcers of the rectum has its undisputed 
value ; but nothing more unsurgical can well be imagined than the 
application of nitric acid to a cancerous rectum, or the attempt at 
partial destruction and removal by any other means. In the days 
when extirpation was regarded as unjustifiable, and colostomy as worse 
than death, these things had their place, but they are now simply ex- 
amples of timid and meddlesome surgery. 

With regard to electrolysis, we occasionally see a case of " perfect 
cure " reported by this means in some journal, but never one in which 
the certainty of that result is verified beyond suspicion. Electrolysis 
reduced to fact means, in the treatment of stricture of the rectum, 
either simple dilatation or the application of the cautery. This, at 
least, is the result of a careful series of experiments with this means 
of treatment in my own practice — experiments which, after two years' 
trial, had accomplished nothing not attainable by much simpler means. 
I do not mean to say that with a current of sufficient strength a pas- 
sage cannot be made through a cancerous stricture, because this is 
exactly what can be done ; but a mild current has no effect, and a 
strong one simply cauterizes. 

Colostomy and Excision. — Eecognizing the futility of all these meas- 
ures, in the more serious forms of this disease, Bryant, about fifteen 
years ago, advocated something much more radical, which meant their 
practical abandonment. His teaching was that as long as the condi- 
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tion was incurable, and the bowel could not be restored to a healthy 
state, it might as well be abandoned, and an artificial opening made 
through the abdomen for the escape of its contents, at a point above 
the disease. By this means the patient would at least be relieved of 
the pain and the difficulty of having an evacuation, and would quickly 
regain strength, although the disease remained the same. 

The teaching was bold, it meant a distinct surgical advance over 
what had gone before, and was enthusiastically adopted by myself on 
this side of the water. The disgusting deformity resulting from this 
treatment we all admitted, and for years it was a question, both with 
these patients and the profession, whether the operation would sur- 
vive or the patients be left to struggle along without it till the disease 
carried them off. A patient who had submitted to it was a curiosity, 
and the students came from long distances to see its performance. 
Surgeons asserted they would rather die than submit to it themselves, 
and refused to recommend it. Nevertheless, we had nothing better, 
and gradually it came to be universally admitted that the patients 
were better after its performance, that they gained in flesh, were re- 
lieved of their pain, were often very comfortable in spite of the defor- 
mity, and the operation became a well -recognized method of treatment, 
and has so remained. In fact it has constantly increased in popular- 
ity with the profession, until now it has reached the opposite extreme, 
and these patients instead of being curiosities have become only too 
sadly common. 

I speak very advisedly, for too many have come to me to be re- 
lieved of their cure, when the condition certainly never justified such 
radical treatment. What was never more than a choice between life 
and death, or between life with a disgusting deformity and a life of 
constant suffering, has become a routine practice in all cases of severe 
ulceration ; and the only reason why more patients have not been op- 
erated upon is because, I am glad to say, it is still very hard to gain 
their consent. The operation has been done without accurate diagno- 
sis; it has been done below the disease instead of above in cases of 
ordinary intestinal catarrh ; it has been done for constipation instead 
of stricture, and these patients are much worse off for their surgery. 
It has in fact met the fate which seems to attach to any operation, at 
the present time, which is comparatively simple of technique, and 
has once become recognized. 

At the time when this operation was first advocated, in spite of all 
the objections to it, we had nothing better, as I have said. But, mean- 
while, another method of treatment has been steadily forcing itself 
into notice, and it is one which, on account of the inherent difficulties 
of its performance, will never meet the same fate as has colostomy and 
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suffer from too much popularity. I refer to the removal of the entire 
rectum, exactly as we would remove diseased ovaries or the uterus. 

When Bryant advised colostomy in the treatment of these cases the 
operation of excision was still in its infancy and attended by a very 
high death-rate — nearly thirty-three per cent. It was employed only 
in cases of cancer, and the results were not very satisfactory even in 
that. But this also has grown in favor as the technique has improved 
and the mortality has been lowered, until now, with experienced opera- 
tors, the mortality is scarcely, if at all, greater than was that of the 
operation for making an artificial anus at that time. This has been 
accomplished by constant study of several men, all working in the 
same line toward simplicity and perfection of technique and result ; 
and the operation, although one of the most difficult in surgery, is no 
longer any more dangerous when done by an experienced operator 
than many which are of daily occurrence in the department of diseases 
of women. 

I say when done by experienced operators, and I mean to insist 
a little upon this point. My own death-rate when I began with it 
about ten years ago was the same as that of the German surgeons with 
whom the procedure originated. This has been gradually falling, 
until now I have lost but one in over two years, or in about twenty- 
five cases, and this is due to no essential change in the operation itself, 
but merely to greater facility in its performance, which has come from 
practice. The operation formerly took two or even three hours and 
was often fatal from shock and loss of blood ; it now seldom takes 
more than half an hour, and the hemorrhage is seldom serious. 
Nurses who used to tell me they had never seen a patient recover have 
grown accustomed to seeing these patients leave the hospital cured in 
a few weeks, and with no more apparent risk of serious results than 
in many laparotomies. In my last case the patient never had any 
shock, the pulse was as good at the end of the operation as at the 
commencement, there was never more than one degree rise of temper- 
ature, and the patient was up and convalescent at the end of a fort- 
night. This cannot be accomplished by any man, no matter how good 
a surgeon he may be, in his first series of cases, and can come only 
with practice. 

Intestinal Anastomosis Around Stricture. — When the disease is high 
enough in the rectum to permit of making a lateral anastomosis be- 
tween the gut above and below, this is in many respects the ideal 
treatment. 

The following method of treating stricture by intestinal anastomo- 
sis, devised by Bacon, seems worthy of further trial. It consists in 
forming a new channel around the stricture .by folding the gut imme- 
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diately above the constricted portion of the bowel down over the 
stricture and anastomosing it with the rectum just below the narrowed 
part of the gut, then at a subsequent operation clamping away the 
septum that has been formed by the union of the approximated sur- 
faces of the folded piece of gut with the rectal wall. (Fig. 28. ) 



Fig. 28.— Anastomosis around Stricture. 



By this means the cicatricial stricture-band may be completely 
severed and kept from reforming, because the healthy gut utilized in 
building a new channel around the stricture acts as a connecting-link 
between the two ends of the stricture-band that is severed by the 



Fig. 29.— Clamping away Stricture. 



clamp. The irritation is removed and the cicatricial mass is gradu- 
ally absorbed. 

The anastomosing of the bowel above the stricture with the bowel 
below would in no case be of more than a temporary benefit, because 
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the extensive amount of fibrinous connective tissue in the rectal wall 
would soon contract and cause fecal impaction. 

The clamping away of the newly formed septum (Fig. 29, A to B) 
is the most important part of the operation, for by this means the new 
channel is added to the calibre of the rectum (E to D, Fig. 30), and 
all fecal obstruction is removed. 

As most rectal strictures involve the levator ani, the anastomosis 



Tio. 30.— Anastomosis around Stricture of Rectum. Line A to B represents the lower limit of the leva- 
tor ani ; D, the anastomosis buttons in position after sacral section. 

could not be made by any device requiring sutures, and is possible 
only by the use of the Murphy button. 

The operation is performed as follows: 

After complete anaesthesia the patient is placed in the extreme 
Trendelenburg posture, and a laparotomy is made in the median line 
from the pubis to the umbilicus. This incision will enable the opera- 
tor to see the rectum and measure the extent of the contraction, and 
to decide how much of the sigmoid he must use to fold over the strict- 
ure and anastomose below. 

Having determined the amount, the sigmoid is drawn well up into 
the abdominal wound, and an assistant places a small Murphy clamp 
above and below that point of the gut selected for the anastomosis 
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button. An incision is made into the gut and the male half of the 
button firmly secured in position in the usual way. 

The next step in the operation is to place the female half of the 
button in position just below the stricture, and is done as follows: An 
assistant takes the instrument (Fig. 31), places the female half of 
the button over the trocar-point, and inserts the button through the 
anus and up the rectum to the lower border of the stricture; keeping 



BS 



Fio. 31. -Trocar for introducing Murphy's Button. 

the point of the trocar guided anteriorly, he presses against the ante- 
rior rectal wall. The operator, by feeling down the pelvis through 
the abdominal incision, readily finds the point of the trocar, and by 
pressing directly over it with a pair of dressing forceps, the trocar 
perforates the rectal wall and carries the neck of the button with it. 

This half of the button is now seized by the operator's left hand 
and, taking the male half in his right, the two halves are approxi- 
mated and the anastomosis is completed. 

Sutures are now put in the peritoneal layer of the gut at CO (Fig. 
29), so as to hold them in apposition and secure firm union and form 
the septum (A to B> Fig. 29) ; also to prevent the possibility of a 
loop of small intestine getting between the approximated surfaces. 

The button will be expelled in time, and then an enema may be 
given thoroughly to empty the colon and rectum. 

A clamp is now inserted through the anus, one blade of which is 
introduced through the buttonhole (A, Fig. 29), and the other blade 
through the stricture-opening (D, Fig. 29), and firmly clamped upon 
the septum (A to B, Fig. 29). Each succeeding day the handles of 
the clamp are pressed together one or two notches until the septum is 
completely severed, usually by the third day. The calibre of the 
rectum will now be increased by the addition of the extra channel as 
represented (^to D, Fig. 29). 

In cases in which the rectal stricture extends down almost to the 
internal sphincter, the operation may be done by the sacral method. 

When the sigmoid mesentery is normal in length, strictures of the 
sigmoid may be treated by the same operation as for stricture of the 
rectum. 

Sigmoid Rectal Anastomosis. — Kelly describes an interesting opera- 
tion which may at any time prove useful. The patient, a young 
woman, had been operated upop some time before for the relief of 
pain due to chronic pelvic peritonitis. The rectum was mistaken for 
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the left Fallopian tube and divided. Both ends were brought out at 
the lower end of the wound and sutured there. To relieve this condi- 
tion Kelly operated. 

The part between the dotted lines was found strictured and excised. 




Fig. 38.— 8trlcture and Excised Portion Shown be- 
tween Dotted Lines. 



Fig. 33.— Rectum Closed and Incision made in 
Bowel on Pelvic Floor. Traction sutures placed 
in sigmoid and drawn through rectum. (Kelly.) 



The open end of the /rectum was sutured and the end of the sigmoid 
was passed through a slit made in the rectum below the occluded end, 
Fig. 33. 

The sigmoid was pulled through the slit and secured by traction 



Fig. 34.— 8igmold Drawn into Rectum and Held by Forceps. (Kelly.) 

gutties brought out at the anus and held by forceps. No suturing 
tfas employed at the point of anastomosis, and the patient recovered. 
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Stricture of the Anus. — In stricture involving the anus only and 
extending not more than an inch into the rectum the following opera- 
tion may be performed. 



Fig. 35.— First Step In Operation for Stricture at Anus. 



Fig. 36.— Second Step In Operation for Stricture at Anus. 



Fig. 37.— Completion of Operation for Stricture at Anus. 

The anus is divided in the median line front and back, Pig. 35. 
The mucous membrane is dissected up in front and behind until it can 
be drawn into the outer angles of the skin incisions, Fig. 36. 
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The mucous membrane is then sutured to the free edges of the 
skin incision, with the result shown in Fig. 37. 

The operation is particularly adapted to strictures of slight extent, 
due to contraction of the skin of the anus — such as might be caused 



Fig. 38.— First Step In Operation for Stricture at Anal Mucous Membrane. 

by burns or by too free removal of skin in the operations for hemor- 
rhoids. It is successful in that it draws down healthy mucous mem- 
brane to take the place of cicatricial tissue. 

In another class of cases the injury to the lower part of the rectum 
may have been so extensive that to dissect up and draw down suffi- 
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Fig. 39.— Second 8tep in Operation for Stricture at Anal Mucous Membrane. 

cient mucous membrane to transplant into the anus would be attended 
by danger. These are cases in which more or less extensive periproc- 
titis has resulted in contraction. In them the skin around the anus 
must be drawn into the orifice to supplement the mucous membrane, 
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instead of vice verm, and for this Dieffenbach has recommended the 
following operation : 

An incision is made front and back, as in the former case, but ex- 
tending only as far outward as the margin of the anus, and this is 



Fio. 40.— Third Step In Operation for Stricture at Anal Mucous Membrane. 

joined by a semilunar incision anteriorly and posteriorly, as shown in 
Fig. 38. 

The flaps of skin included in the semilunar incisions are next 
carefully dissected up from the cellular tissue, as shown in Fig. 39, 
drawn into the anal incision, and sutured, as in Fig. 40. 



Digitized by 



Google 



CHAPTER VII. 

RECTAL AND PERI-RECTAL ABSCESS. 

The subject of rectal and peri-rectal abscess covers a very wide 
field clinically, embracing as it does everything from a furuncle at 
the verge of the anus to septic inflammation of the pelvic organs and 
cellular tissues; and its treatment embraces the surgery not only of 
the simplest subcutaneous fistula but often that of the pelvic viscera 
in both male and female. Moreover, the surgical procedures required 
for its treatment are sometimes more than ordinarily difficult and dan- 
gerous, as in the case of tubal or ovarian abscess with an opening into 
the rectum. Looked at from this standpoint (which is the only pos- 
sible one unless a strictly arbitrary and unscientific line be drawn be- 
tween superficial and deep abscesses and fistulse) the subject becomes 
one of great breadth and surgical interest; and here no arbitrary line 
can be drawn between specialties, for a pelvic phlegmon in a woman 
involving the broad ligament and discharging into the rectum, or by 
pressure occluding that viscus, or a prostatic abscess opening into the 
rectum are certainly as much rectal affections to the sufferers as gynae- 
cological or genitourinary ones. These are some of the cases which 
help to make up what has been referred to before as the major surgery 
of the rectum, and which illustrate the impossibility of separating 
the surgery of the rectum by any hard and fast line from the surgery 
of the other pelvic organs whether in male or female. 

Abscesses in the neighborhood of the rectum will be found to con- 
tain all of the microbes of suppuration — the bacterium coli, the strep- 
tococcus, staphylococcus, and the tubercle bacillus. In twelve cases 
examined by Qu&iu and Hartmann, the tubercle bacillus was demon- 
strated seven times ; four times this bacillus was associated with the 
bacterium coli, and once with the streptococcus and staphylococcus. 
In only two cases was the bacterium coli found unassociated with 
other microbes. 

The rfile of the tubercle bacillus in the causation of rectal and 
perirectal abscesses is very marked, and accounts for their frequency 
in tuberculous subjects. 

An abscess near the rectum may be the first sign of tuberculosis, 
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the bacillus in such cases having probably been swallowed with the 
food. 

To account for the entrance of these microbes we must concede, be- 
sides infection through the ordinary solutions of continuity to which 
the mucosa of the rectum and anus are liable, the possibility of infec- 
tion through the lymphatics without solution of continuity. In this 
way only can be explained cases of lymphangitis, adenitis, and deep 
peri-rectal abscess without traumatism. 

The circumscribed abscesses, whether superficial and slight, or 
deep and extensive, are probably due to suppuration developed around 
the venous and lymphatic branches. The diffuse septic inflammations 
are due to direct entrance of septic matter into the peri-rectal cellular 
tissue. 

Instead of following the anatomical classification of these abscesses 
into superficial, ischio-rectal, and pelvic, used in former editions, we 
shall again avail ourselves of the more scientific and complete etiologi- 
cal classification of Qu&iu and Hartmann, which is as follows: 

Classification op Peri-anal and Peri-rectal Abscesses. 

r i>M A Ki*«„ /* M ' m *n 4 Submucous abscess. 
fPhlebitic origin, } Subcutaneo . mucolMb 

(Tuberous. 
Subcutaneous. 
Submucous. 
Subcutaneo- 
mucous. 
Truncular abscess ischio- 
t rectal. 
Lymphatics and ganglions j Retro-rectal 

of the retro -rectal space. \ abscess. 
Lymphatics and gan- [ Abscess of the su- 
glions of the su- 
perior pelvi-rectal 
space. 



' Subtegumentary 



Circumscribed 
nominations 
abscess. 



In- 



Lymphatic, 
origin. 



Subaponeurotic 
(above the leva- 
tor). 



IMusemflaminations.1^P ttc P eri P roctitis - M 

( Diffuse gangrenous phlegmon. 



perior pelvi-rectal 
space. 

Deep pelvic ab- 
scess. 



Superficial Abscesses. — The simplest variety is that which originates 
in one of the glands of the skin of the margin of the anus — the tuber- 
ous of the above classification. Such an abscess may be due to 
traumatism, or to any irritation — such as the use of improper paper 
after defecation, prolonged walking or horseback riding, a menstrual 
discharge, or a discharge due to diarrhoea or dysentery. 

This form of disease is always distinctly circumscribed, is generally 
about the size of an almond, is found by preference in robust persons, 
more often in men than women, seldom in old people, and almost 
never in children. It generally goes on rapidly to suppuration, breaks 
spontaneously on the cutaneous or mucous surface, and heals without 
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the formation of fistula; though in cachectic or tuberculous patients 
it may pursue a contrary course, the skin over it becoming thin and 
violet-colored, and finally rupturing, leaving a permanent subcutane- 
ous fistula, which by subsequent burrowing may reach a considerable 
size. 

The treatment of such an abscess consists chiefly in the attempt to 
avoid the formation of a fistula, and the best means for accomplishing 
this end is an early incision as soon as suppuration appears inevitable. 
Resolution is hardly to be expected, but it may be sought for by the 
use of laxatives, rest in the horizontal posture, and the application of 
a bladder of ice. The incision should be large enough to allow of the 
free exit of pus, and after it has been made the part may be poulticed 
for a day or two, and the abscess cavity then dressed with lint, care 
being taken to keep the lips of the incision separated. 

Another frequent cause of superficial abscess is the acute inflam- 
mation with suppuration of an external hemorrhoid, which generally 
comes on after an attack of constipation and straining at stool, or may 
be due to the same causes as the last. The suffering caused by such 
a condition, as by the one last described, is out of all proportion to 
its apparent importance, and is sufficient to incapacitate a person of 
sensitive organization from all accustomed duties. The cutaneous tags 
which are the remains of former external hemorrhoids are always 
liable to this accident, and by the proper abortive treatment the in- 
flammation may sometimes be overcome without suppuration. If, 
however, suppuration appears to be inevitable, a small, sharp-pointed 
bistoury should be quickly passed through the little tumor. This 
form of abscess is particularly apt to follow any surgical interference 
with the verge of the anus, as an injection of carbolic acid. 

There is also a form of superficial abscess which lies nearer to the 
mucous membrane than the skin, and is due to the acute inflammation 
of an internal hemorrhoid, either just at the verge of the anus or 
within the sphincter — the phlebitic abscess of the table. This is in 
reality a circumscribed phlebitis in a venous pouch which is shut off 
from the general circulation. A circumscribed, tense, exquisitely 
painful tumor is formed, varying in size from a grape to an almond, 
which, after a few days of suffering, ruptures spontaneously into the 
rectum and allows the escape of a small quantity of pus. Such an 
abscess is always liable, as will be shown later, to result in the forma- 
tion of a blind internal fistula or of a chronic ulcer if left to its own 
course, and should, therefore, be treated by early incision. 

There is still another variety of superficial abscess, more serious 
in its consequences than those already described, for the reason that 
it affects the subcutaneous tissue and not the skin, and is diffuse and 
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not circumscribed — subcutaneo-mucous of the table. This, according 
to Qu6nu, is really due to a lymphangitis from infection from the 
canal. The symptoms of this form of disease vary greatly in differ- 
ent cases. In cachectic persons pus may form in large quantity and 
break into the bowel with very slight local or general symptoms, and 
a blind internal fistula may result. The diagnosis is generally easy. 
There will be the usual pain, tenderness, and swelling; and, if the 
pain be not too severe to admit of the attempt, fluctuation may be ob- 
tained by introducing one finger into the rectum and making counter- 
pressure with the other hand outside. 

There is little use in hoping for resolution in an abscess of this 
kind, and all active attempts to cause it will be found to do harm 
rather than good. The proper treatment is an early free incision. 
If pus has already formed, or the skin has begun to grow thin over 
the abscess cavity, the incision should be free enough to allow of the 
easy escape of the contents, for in this way only can the formation of 
a fistula be avoided. In such a case drainage should be resorted to 
after the incision, and every effort should be made to secure healing 
from the bottom of the cavity. 

Ischiorectal Abscess. — An abscess of the ischiorectal fossa is 
bounded by the levator ani muscle superiorly, and by the skin below, 
with the rectum on one side and the adjacent portion of the pelvis on 
the other. Qu6nu believes them to be essentially due to propagation 
and divides them into superficial and deep. The former are due to 
lymphangitis starting at the anus and invading secondarily the fossa. 
The deep are at first abscesses of the superior pelvirectal space ex- 
tending finally into the fossa. 

The causes of ischiorectal abscess are various. Traumatism in 
some form accounts for many, and the injury may be either from 
within or without. Wounds by the point of a syringe, perforation of 
the bowel by pins and fish-boues, operations for hemorrhoids, and 
injections of carbolic acid into them, have all been followed by this 
complication. They may also result from rupture, ulceration, or per- 
foration of the rectal wall in connection with stricture. Finally, they 
may be tuberculous. 

An abscess of the ischio-rectal fossa shows itself with all the usual 
symptoms of acute inflammation and can hardly be mistaken for any- 
thing else. It may begin with chill and considerable constitutional 
disturbance ; there will be severe pain, and the skin will be hard, red, 
and oedematous sometimes over a considerable part of the buttock. 
The pus, if allowed to take its own course (which it never should be), 
generally finds its way both to the cutaneous and mucous surfaces, 
and a complete and deep fistula results. It may, however, tend up- 
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ward in the perineum, being less confined in that direction, and the 
prostate and urethra may be pressed upon, causing retention of urine. 
Retention of uriue is by no means an uncommon result of this condi- 
tion, and I was once consulted in a case in which it had ended fatally 
before its existence was even suspected. 

The prognosis of ischiorectal abscess depends almost absolutely 
upon the treatment adopted. If it be poulticed and allowed to take its 
own course, a fistula of greater or less extent is the almost certain result. 

Abscess of the Superior Pelvirectal Space, or Deep Pelvic Abscess. — 
The levator ani muscle forms a true diaphragm to the pelvis. Pus 
which forms below it is easily evacuated by the knife or discharges 
spontaneously upon the surface of the perineum or within the rectum, 
and although incurable fistulie may result, life is seldom endangered. 

Between this diaphragm of the pelvis and the peritoneum which is 
in relation with it on the pelvic side, there is a considerable space 
filled with loose connective tissue. 

Abscesses in this location may assume vast proportions, burrowing 
laterally into the subperitoneal connective tissue of the iliac fossre, or 
almost anywhere else in the true pelvis ; discharging into the bladder, 
vagina, or rectum high up ; mounting above the bladder and pointing 
in the groin or loin; passing downward out of the pelvis into the 
thigh, and causing retention of urine or intestinal obstruction by 
pressure. 

These abscesses are due to the same causes as those last descril>ed 
and to some others. In men they may be secondary to diseases of the 
urinary organs, such as gonorrhoea, acute inflammation of the pros- 
tate, or rupture of the urethra and extravasation of urine. The per- 
foration of the gut by a rectal bougie or by the point of a syringe, and 
the landing of an enema in the perirectal cellular tissue, will set up 
this form of disease. They may be a result of appendicitis, and in 
their origin entirely disconnected with the rectum, and due to disease 
of some neighboring part, or to necrosis of some adjacent bone of the 
pelvis or spine. In the latter case, the abscesses are generally of the 
variety known as cold abscess, and are apt to be preceded for a long 
time by pain at the point of disease in the bone. These may be diag- 
nosticated by microscopic examination of the pus discharged and a 
search for bone debris. 

The following case, reported by Wallace, ' illustrates remarkably 
what may happen in appendicitis with abscess : 

"Henry B , aged twenty -one years, had been troubled with 

indefinite abdominal pain and constipation for two years. 

"September 11th, 1901, he was taken with sudden acute pain in the 
1 Amer. Medicine, Nov. 9th, 1901. 

8 
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abdomen, diarrhoea, vomiting, and chilliness ; his afternoon tempera- 
ture was 102.4°, pulse 100; there was a slight tenderness in the right 
lower abdomen ; there was uo rigidity. 

"This attack was supposed to be appendicitis, and the patient was 
taken to the hospital aud prepared for operation. But as improve- 
ment was immediate, the operation was not performed, aud the pa- 
tient seemed well in three or four days. 

"September 21st, subacute symptoms returned, and an indefinite 
mass appeared in the right inguinal region. Improvement again 
promptly followed, and by September 26th there remained uo pain, ten- 
derness, or rigidity ; temperature and pulse were normal ; and the mass 
was present only as an indefinite thickening. However, on account 
of the rapid recurrence of the attacks, it was decided to operate 
September 30th. 

"September 29th, the nurse found the appendix in a stool. The 
appendix is 3£ inches long, aud consists principally of the mucous and 
submucous coats. It is perforated near the distal extremity, aud con- 
tains several concretions, one of which protrudes from the perforation. 
Twenty days have passed ; no pus has been found in the stools ; the 
mass is gone ; and the patient is probably cured of his appendicitis by 
a fortunate operation of nature. " 

Septic periproctitis, or diffuse pelvic cellulitis, in men generally fol- 
lows operations upon the rectum, aud not necessarily the graver ones ; 
as any incision which involves the peri-rectal cellular tisue may be the 
exciting cause. I have known it to follow a simple operation for fis- 
tula, but generally speaking it is the chief cause of the mortality at- 
tending operations for cancer and stricture, and the most careful anti- 
sepsis will not always be sufficient to avoid it. The pus shows little 
tendency to confine itself, but burrows extensively in the pelvic con- 
nective tissue, and the process is attended by the clinical signs of in- 
tense septic poisouing — frequent chills, very high temperature, de- 
lirium, and somnolence. The usual time for invasion is about the 
third day after operation, and the invasion is marked by sudden rise 
of temperature (105° F. or more), with or without distinct chill. 
This may entirely subside, and the surgeon may even hope he is deal - 
ing with some other condition, until in the course of a day or two the 
same thing happens again. There may be no pain in the pelvis, but 
the face becomes pale and grayish, the tongue dry and cracked, there 
are diarrhoea and dyspnoea. The temperature runs a very irregular 
course until near the end, when it is constantly high. 

At first there may be no local signs in the wound itself, and in fact 
the sepsis may prove fatal before any collection of pus in the pelvis 
can be made out. 
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In other cases, not fatal during the first week, pus may suddenly 
be evacuated by rectum or bladder, or diffuse cellular inflammation 
may appear in the abdominal wall and gradually mount upward even 
to the axilla. 

The treatment is chiefly prophylactic. During the acute progress 
of the septic poisoning no surgical interference will be of any avail ; 
and the cases are generally fatal inside of ten days from the intensity 
of the blood poisoning. In some cases in which the patient does not at 
once succumb to the disease a condition of chronic blood poisoning 
may supervene ; and after a time localized collections of pus may be 
evacuated, but these cases also generally eventuate fatally. 

In one of my cases the inflammation was started by the injection 
of a strong solution of carbolic acid into a small internal hemorrhoid, 
in my office. Whether the injection perforated the rectal wall and 
landed in the surrounding cellular tissue or not I cannot say, nor is it 
important ; but forty-eight hours afterward I found the patient in bed, 
with high temperature following a chill, and a large, brawny indura- 
tion over the corresponding buttock. There were enlarged and pain- 
ful glands in both groins, and the swollen and painful lymphatics 
around the rectum could easily be made out by digital examination. 
Free incision in the perineum and irrigations of bichloride 1:2,000 
saved the patient's life; and weeks later, the abscess having mean- 
while communicated with the rectum high up, an operation for fistula 
cured him, but he was in bed several months. 

Another case was not so fortunate. The patient was a young man 
with tuberculous ulceration of the rectum and in the general state of 
health which accompanies that condition. The ulcer was scraped with 
the sharp spoon and lightly cauterized with the thermocautery. This 
had such a good effect that after several weeks it was repeated. After 
about forty -eight hours there was a severe chill and the temperature 
rose to 105.5°. The inflammation in this case was so deep that for 
the first two or three days I could not find it ; but it finally appeared 
as an erysipelatous blush, with brawny, cedematous skin and connec- 
tive tissue, in the right iliac fossa, having evidently worked to the 
surface in this way from the deep parts of the pelvis. The cutaneous 
swelling extended day by day till it covered the entire right side of 
the abdomen and nearly reached the axilla ; but there was never any 
attempt at self-limitation, and at no time any chance to use the knife. 
Just before death a corresponding spot appeared near the anus on the 
opposite side of the rectum — a spot as large as the palm. The patient 
died of exhaustion and pulmonary oedema about a week after the ini- 
tial chill. 

A very similar case happened to me once after what seemed an 
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operation for a trivial abscess behind the rectum in the perineum. 
The chill came on the second day with brawny infiltration of the pel- 
vis on the right side. Incision was made in the right iliac region, but 
nothing more than general infiltration of the cellular planes was 
found. Death came on the fifth day. This man was a hard drinker. 

Even with very diffuse inflammation death may not always be the 
immediate result. In one of my cases of internal proctotomy for 
stricture the chill and inflammation set in at the usual time, when it 
comes at all — about the third day. In this case I had great hopes of 
saving the patient, as the abscess was plainly visible in the ischio- 
rectal fossa and was freely cut. Large masses of black, sloughing 
cellular tissue were discharged through the incisions, but no healthy 
pus. In a few days openings formed between the abscess and the rec- 
tum. The patient dragged on for several months, but there was never 
any healthy reparative reaction, and he was finally worn out by re- 
peated hemorrhages from the erosion of small vessels and by a com- 
munication formed between the rectum and bladder. On the autopsy 
there seemed to be no part of the pelvis which had not been invaded 
by the disease. 

I have also seen a cold abscess form around a cancerous stricture 
without giving rise to any symptoms, and progress till death resulted 
in exactly the same way — exhaustion and opening into the bladder. 

Gangrenous Cellulitis. — There is a form of gangrenous cellulitis 
which sometimes affects the ischiorectal region. It is a rare disease 
and is generally idiopathic. In it there is no pus formed, but the cel- 
lular tissue and the skin over it become necrosed and slough in large, 
black masses. The adjacent portion of the rectal wall may be in- 
volved and the rectum be laid open for a considerable extent, or the 
process may extend to the buttocks or even to the trunk. The disease 
is attended with fever and great prostration ; the tendency to relapse 
and extension is marked, and the cavity left after separation of the 
slough closes very slowly. Jordan, who has given a short clinical 
report of a few cases, has always seen it in large, heavy men who eat 
too much and drink heavily. In such, a very slight irritation, such 
as is caused by sitting on a wet seat, is sufficient to start the trouble. 
These cases not infrequently end fatally from extension of the gan- 
grene into the pelvis, or exhaustion. The treatment consists in early 
and free incisions and in supporting the powers of the patient. Ger- 
ster has called attention to the fact that this form of disease may be 
associated with diabetes. 

Deep Pelvic Abscess in Women. — Many of the causes already enu- 
merated as acting to produce pelvic abscesses in men are also effective 
in women, but their influence is hardly to be considered in comparison 
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with the two great causes — septic and gonorrhoea! inflammation, ex- 
tending from the endometrium through the Fallopian tube, to the pel- 
vic peritoneum. As a rule there is no pelvic cellulitis, and hence no 
pelvic abscess, not preceded by a peritonitis; and the consideration of 
pelvic abscess in women necessarily includes the consideration of all 
that group of conditions which make up so large a proportion of what 
is called the "diseases of women " — salpingitis, pyosalpinx, abscess of 
the ovary, pelvic peritonitis, pelvic cellulitis, perimetritis, and para- 
metritis. 

It will add greatly to the understanding of the pathological process 
in women to group all these different conditions under the one general 
head of pelvic inflammation, and treat of them as different steps and 
degrees of the same disease. 

An infectious process starting in the endometrium traverses the 
tube, attacks its peritoneal investment, extends to the cellular tissue, 
involves perhaps the ovary ; and, depending upon the extent of infec- 
tion, leaves only slight traces and subsides spontaneously, or results 
in pyosalpinx, abscess of the ovary, or abscess of the pelvic cellular 
tissue. 

The results of the inflammation may be more marked in one struct- 
ure than in another ; and, startiug in the uterus, may extend no farther 
than the tube, or may reach the ovary or the pelvic cellular tissue, 
causing characteristic changes in each. Thus we may have salpingi- 
tis without ovaritis, and both without pelvic abscess; but abscess in 
the connective tissue without previous endometritis, or absceds of the 
ovary without previous salpingitis, will seldom be encountered, unless 
the infection has come from the rectum or some other part of the 
pelvis. 

Etiology. — The causes of inflammation of the pelvic structures are 
the same as those of endometritis — gonorrhoea! infection, postpartum 
sepsis, and surgical infection. Tuberculous salpingitis is generally as- 
sociated with other manifestations of tubercle in the genito-urinary 
tract or peritoneum, but it may exist alone. In cases following sur- 
gical operations, such as the use of the uterine sound, division of the 
cervix, etc., the mere traumatism is not the cause of the trouble but 
the infection of the wound, often by the germs always to be found in 
the cervical canal. In this way most cases of pelvic inflammation 
following the use of instruments are to be accounted for, rather than 
by septic matter contained on the instruments themselves. 

In all cases seemingly due to other causes than infection from the 
endometrium, such as those associated with tumors of the pelvis, those 
due to excessive venery, or to sudden suppression of menstruation, it 
is to be remembered that there is often a latent infection either of the 
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uterus or of the tubes which may be called into sudden activity by an 
apparently slight cause, and which may easily account for the onset of 
an acute inflammation. 

Pyosalpinx. — As already said, pyosalpinx is the natural sequence 
of purulent salpingitis when the ends of the oviduct are closed so that 
the pus cannot escape. The cyst is not generally much larger than an 
egg y though cases the size of a cocoanut have been reported, and the 
cyst does not as a rule involve the whole length of the tube, a longer 
or shorter portion at the uterine extremity usually being undistended. 
The ovary is generally involved in the disease, and either contains 
pus or is agglutinated with the cyst wall, both being bound down to 
the uterus or the cul-de-sac by extensive adhesions. 

Ovarian Abscess. — Inflammation of the ovary may also be acute or 
chronic, like that of the tubes; and, as has been said, is due to an 
extension of the same processes which cause the latter. In severe 
inflammation of the tube the ovary is not likely to escape, although 
in the milder forms of acute catarrhal inflammation it may do so. 

Besides the adhesions, the peritonitis, and the resulting displace- 
ment and fixation of the ovary to some abnormal position, as the 
cul-de-sac or side of the pelvis, there are two results of inflammation 
seen in the organ itself. The first is suppuration, by which the 
entire ovary may be converted into a large pus sac or into several 
smaller abscess cavities ; the second is sclerosis or hardening of the 
organ. 

When suppuration of the ovary has occurred, pus will also 
generally be found in and around the tube and broad ligament ; and 
the ovary may be indistinguishable, forming merely a part of the wall 
of a large pus cavity. In other cases the organ will be found enlarged 
to the size of an egg or the fist, or even larger; and its cut surface 
will show numerous cysts filled with cloudy serum, or numerous small 
abscesses. 

Acute Prostatitis. — This is generally the result of gonorrhoea or one 
of its complications, although it may result from traumatism, as with 
a sound, or from excessive sexual indulgence. The inflammation may 
be confined to the follicles or invade the entire parenchyma, in which 
latter case it usually proceeds to suppuration. 

Symptoms. — One of the first and most pronounced symptoms of the 
condition is pain in the rectum and perineum. With this there are 
pain in the loins, rectal and vesical tenesmus, a sense of fulness in the 
bowel, as though some foreign substance were there, with heat and 
throbbing in the part. In some cases there may be complete reten- 
tion of urine, with fever and constitutional disturbance. 

Digital examination by the rectum shows at once the increased 
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size of the organ, which is extremely sensitive to pressure, and pro- 
jects far enough into the bowel to form an obstacle to the finger. 

The inflammation may subside in the course of one or two weeks 
under proper local and constitutional treatment. If pus is formed it 
will usually evacuate itself, if left to nature, by the rectum, bladder, 
or perineum, although it may take an upward course into the pelvis. 
After spontaneous rupture there is an immediate relief of all symp- 
toms. 

Treatment — The treatment should be rest in bed, hot fomentations 
over the perineum and bladder, alkalies by the mouth, and sufficient 
anodynes to allay the constant desire to urinate and defecate. When 
pus can be made out in the body of the organ by rectal examination 
it should at once be evacuated by incision through the perineum, and 
not by puncture through the rectum, after which the abscess cavity, 
unless very large, will usually granulate rapidly. 

Periprostatic Abscess. — In this form of disease the suppuration ex- 
tends from the prostate to the surrounding cellular tissue, and may 
involve any part of the pelvic connective tissue. In such cases, al- 
though the symptoms may be less intense, the possible injury to the 
pelvis is much greater, and the pus should be evacuated by free in- 
cision as soon as its presence is suspected, otherwise great damage 
may be done in the pelvis and life be endangered. 

The prognosis is grave in all cases, for although early incision may 
prevent serious consequences, these are the cases that end in recto- 
vesical fistula, stricture of the urethra and rectum, and prolonged 
suppuration with discharge of pus by the rectum or bladder. 

In these cases also every effort should be made to evacuate the pus 
through a median perineal incision ; but when it is pointing into the 
rectum it should be quickly evacuated there, unless reached by the 
perineal route, to prevent further damage to the pelvic connective 
tissue, and possible rupture into the bladder. 

As far as possible all sloughing tissue should be broken down with 
the finger and drainage established, after which the abscess cavity 
should be irrigated frequently with 1 : 5,000 bichloride. 

Actinomycosis. — Actinomycosis of the alimentary canal, although 
rare, should always be borne in mind as a possible cause of tumors 
and abscesses or fistulous tracts affecting the abdominal walls and 
the deeper tissues of the abdomen or pelvis. The disease is due to the 
special "ray fungus" which is the cause of the " lumpy jaw" in cat- 
tle. Iu the alimentary canal the most usual site is the mouth, and 
generally it starts from a carious tooth. There is swelling which is 
supposed to be an ordinary abscess, but which is never quite like an 
abscess, there being too much induration and too little pus or abscess 
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cavity ; and the final development is only a sinus, with much sur- 
rounding infiltration and the discharge of a peculiar matter containing 
sulphur-yellow bodies which under the microscope are seen to be the 
ray fungus characteristic of the disease. 

In the abdomen or pelvis large tumors may form in the intestine 
and abdominal wall, discharging through multiple fistulous tracts 
with extensive surrounding induration. One characteristic sign is 
that while the tumors appear to be quite large abscesses with fluid 
contents, incision invariably causes surprise in that there is so little 
discharge. 

The diagnosis is made by the peculiar sulphur-yellow granules and 
the microscope. 

Cure is possible, but only by the complete extirpation or destruction 
of the indurated mass. Treatment of the discharging sinus will be 
ineffectual. The knife must go into healthy tissue all around the 
induration, or the same thing may in some cases be accomplished by 
plunging the solid stick of nitrate of silver into all parts of the indu- 
ratiou. 

The disease is rare, but the possibility of its presence should al- 
ways be borne in mind. 

Symptoms. — The symptoms of deep pelvic abscesses in men are 
often obscure and far from characteristic. There is more or less 
vague pain in the pelvis and lumbar region, which is seldom intense 
and generally increased by defecation. Fever may be entirely absent, 
is seldom continuous, and chills are only occasionally met with when 
pus is formed. On the other hand, the patient may soon sink into 
a typhoid condition with high temperature and diarrhoea. Vesical 
symptoms are more marked than intestinal ones, for there is apt to 
be great vesical irritation with incontinence or retention of urine. 
There may be but two ways of making the diagnosis. The first is by 
examination of the rectum and discovery of the phlegmon ; the second 
is by finding that the patient has evacuated a large quantity of fetid 
pus by the rectum or bladder. The same condition in the female 
leads naturally to a pelvic examination, but I have known a man to 
wander from one hospital to another for weeks without examination 
and hence without diagnosis. 

Even when the diagnosis of the existence of the condition has been* 
made, it may be impossible for a time to determine its origin, for psoas 
abscess, abscess from hip disease, periproctitis, perinephritis, and ap- 
pendicitis may each cause a collection of pus in the pelvis. 

In women, although individual organs and separate tissues as 
they share in a pelvic inflammation will give rise each to some charac- 
teristic symptoms, it is impossible to give a clinical history of a case 
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of septic inflammation of the annexa without considering the disease 
as a whole, beginning in the endometrium and ending in pelvic abscess 
— a disease in which the symptoms referable to any one organ are 
often masked in those of fatal inflammation of tube, ovary, perito- 
neum, and cellular tissue combined. 

Diagnosis. — This is made by palpation in conjunction with a care- 
ful study of the history and symptoms. Some of these patients are 
in good condition and able to go to the physician's office and submit 
to a thorough examination without any great pain. Others are seri- 
ously sick, septic, emaciated, and unable to leave the bed or bear the 
slightest touch ; and for such a little ether or chloroform to produce 
partial insensibility may be not only a mercy but a necessity for digi- 
tal examination. In parenchymatous salpingitis the tubes may be 
felt as hard and very painful cords, immovably stretched from the 
horn of the uterus to the ovary, which is also painful, fixed, and en- 
larged. The uterus will also be enlarged and immovable. The an- 
nexa may be so displaced by adhesions as to be indistinguishable in 
their normal position ; and the examination may result simply in the 
discovery of an apparently solid, or partly solid and partly cystic 
mass, filling the pelvis, and if attended by much cellulitis and one or 
more pelvic abscesses, easily appreciated by abdominal palpation 
without conjoined manipulation. It will be seen how liable the most 
skilful examiner is to error in these cases, and unfortunate indeed is 
the sufferer who falls into unskilful hands for diagnosis. For an ex- 
amination is not devoid of danger in any cystic case, be it purulent, 
serous, or bloody ; and rupture of the sac by heavy hands may easily 
be fatal from general peritonitis. 

The diagnosis of a pelvic inflammation may easily be made in 
cases which have gone beyond the stage of catarrhal salpingitis ; and 
the more extensive the destruction the easier the diagnosis. Hydro- 
salpinx and hematosalpinx may usually be made out, but cannot be 
distinguished the one from the other. When pus has formed, the ele- 
ment of septicaemia with its pulse and temperature, and the immo- 
bility and increase in size of the organs from plastic exudation, to- 
gether with the pain, taken in connection with the history of septic or 
gonorrhoeal infection, and the sudden onset of the disease with chill, 
etc., render the diagnosis of its presence extremely probable. 

In any case, however, the diagnosis from cyst of the ovary, appen- 
dicitis, and ectopic gestation remains to be made, and here the history 
may be of the greatest value — more even than the physical examina- 
tion. 

In the matter of diagnosis it is well to bear in mind that sometimes 
an ovarian cyst communicates with the rectum and may be mistaken 
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for either an abscess or a new growth. Cripps has encountered five 
such cases. 

Prognosis. — Although these abscesses are not often directly fatal 
from rupture, because of the amount of plastic exudate which shuts 
them off from the general peritoneum, the prognosis is necessarily 
grave. In the beginning the patient is exposed to all the dangers of 
septicaemia ; and the immediate results being favorable, the ultimate 
ones may still be disastrous, being those which always attend upon 
prolonged suppuration — chronic invalidism, visceral complications, 
amyloid degeneration of the liver and kidneys, and tubercular depos- 
its. In the comparatively small number of cases in which spontane- 
ous healing occurs the patient still may have to meet the results of ex- 
tensive cicatricial contraction. There may be stricture on the one 
hand or incontinence on the other. The rectal stenosis may be so 
great as to cause complete obstruction, as in the specimen shown in 
Fig. 41. 

Regarding the termination of these abscesses in men, S6gond has 
collected important statistics. Thirty-five perforated the urethra, and 
seventy-seven other parts; generally the rectum, but occasionally the 
perineum, the ischiorectal fossa, and the obturator foramen. Twenty 
per cent were fatal, and many left fistulous communications with the 
urethra or rectum which were never cured. 

When spontaneous rupture has occurred into the rectum or vagina 
the relief will usually be but slight, the mere opening of the abscess 
cavity into the bowel seldom resulting in cure, but rather in increased 
suffering from the discharge. 

Treatment. — In every case of abscess around the rectum the pus 
should be evacuated by free incision as soon as the diagnosis of its 
presence is made. In this way only can the formation of fistula be 
prevented. Spontaneous cure after the pus has found an exit either 
upon the skin or within the bowel will occur in a very small propor- 
tion of all cases. 

As a rule the incision should not be into the rectum when possible 
to avoid it, even when the abscess is pointing in that direction. 

In abscess of the ischiorectal fossa the rule is even more positive 
than in superficial cases. 

There is but one proper treatment for this form of trouble, and 
that is an early and free use of the knife. It may be considered a 
rule that an acute inflammation in this region will go on to suppura- 
tion, and hence that antiphlogistic measures adopted with a view of 
securing resolution are useless. As soon as the hard, brawny swelling 
appears, therefore, and without waiting for the pointing of pus, it 
should be freely and deeply incised. Ether will be necessary to per- 
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FIG. 41.— Pelvic Abscess in Female, Causing Stricture of the Rectum and Intestinal Obstruction. 1, 
Anus ; 2, rectum ; 3, stricture from exudate ; 4, abscess in cellular tissue opening into rectum above 
and below stricture as shown by probes ; 5, abscess of ovary. 
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form this operation properly, and the abscess should not be simply 
punctured and evacuated but thoroughly laid open. A long, fine, 
straight bistoury should be inserted into the most prominent point of 
the swelling and pushed forward till pus issues by the side of the 
blade. It may be necessary to carry the point fully four inches up- 
ward and to repeat the puncture more than once before pus is found. 
Then make an incision from two to three iuches in length through 
skin and cellular tissue. Into this the index finger should be passed, 
all sloughing tissue should be broken down, and all pockets opened 
up till it is certain that a free communication of all parts of the ab- 
scess with the external wound has been established. Wash out the 
abscess cavity with a solution of bichloride, 1: 2,000, till no more pus 
or debris can be seen in the returning injection. The cavity should 
be packed with iodoform gauze and the wound dressed antiseptically. 
After a few days of antiseptic dressing the surgeon can judge whether 
the cavity is closing promptly or whether the case is to be a long one, 
healing only by a slow process of granulation. In the former condi- 
tion the antiseptic dressings may be continued till healing is com- 
plete ; in the latter, which is the more common, they may as well be 
abandoned and the cavity left to its own course, care being taken to 
prevent burrowing by drainage and free escape of pus. Though by 
this line of treatment I have frequently avoided the formation of fis- 
tula, I have not had much success in securing rapid closure of the 
abscess cavity, and healing has usually required many weeks. Should 
another opening form after a free incision, as it sometimes will, the 
surgeon need not reproach himself. Pus often has a way of finding 
its own exit in spite of any plain road which may be laid out for it 
with a knife. 

These abscesses should not at first be laid open into the rectum, 
unless they have come very near to the rectal surface — a point which 
is generally misunderstood in practice because of the confounding of 
an abscess which may ultimately result in a fistula with fistula itself. 
The treatment is that of abscess, and not that of fistula, and is espe- 
cially directed toward the prevention of fistula. 

Should the abscess have been neglected till it has opened exter- 
nally, it is still essentially an abscess and not a fistula, and the treat- 
ment described may still be carried out with a fair prospect of success 
in avoiding an opening into the bowel. I wish to emphasize this 
point strongly, for I have seen very unfortunate results follow free 
division of both sphincters for deep abscess, and it is a step which 
should always be avoided if possible. That it is possible in this class 
of cases I have occasionally proved to my own satisfaction, and I do 
not hesitate now to try every means with which I am acquainted, at 
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any cost of time to the patient, before resorting to the usual plan of 
dividing everything between the abscess cavity and the bowel. 

If, however, the case has been neglected till an internal opening 
has formed and the skin over the ischio-rectal fossa has also become 
perforated — if, in other words, several days or even weeks have gone 
by — the abscess will probably have to be laid open into the gut to 
secure satisfactory healing. The rule of practice must depend upon 
the amount of tissue between the abscess and the cavity of the gut. 
If there is enough of this, so that there is a fair chance that perfora- 
tion will not occur, the case is to be treated simply as an abscess and 
independently of the gut. If, on the other hand, perforation is prob- 
able, the case may be treated as a fistula from the outset, as fistula is 
sure to occur. Of course, errors in judgment may occur, and a second 
operation may on this account become necessary. 

The treatment of deep pelvic abscess in men may now be described 
in two words — incision and drainage. The incision should be made 
as soon as the diagnosis of the presence of pus is reasonably estab- 
lished. It is true that these abscesses tend naturally to discharge 
themselves into the rectum or bladder, and that by waiting for this 
an operation may often be avoided; but this by no means constitutes 
a cure — rather, on the contrary, a life of chronic invalidism. If the 
pus be approaching the surface through the perineum, the incision 
should be made here ; if toward the rectum, it should be met through 
that cavity; should it appear in the groin or thigh, free incisions must 
be made for its outlet ; and should a tumor arise in the iliac fossa or 
above the bladder, the operation must be done through the abdomen. 
The incision must be free enough to allow of the escape of all the 
contents, washing out the abscess cavity, and the establishment of 
thorough drainage. 

Zeller has advocated a perineal incision whenever possible, even 
after pointing has taken place into the rectum. He objects, very 
properly, to the incision into the rectum that it is too small, does not 
tap the abscess at the most dependent part, is not free from risk of 
hemorrhage, and does not prevent the formation of urethrorectal fis- 
tula, which is much more intractable than urethroperineal fistula. 
To reach pus by a perineal incision may require a nice dissection, and 
the pus may still form an opening into the gut after it has been done, 
but the advantages of the perineal incision are manifest. 

In abscess in the cellular tissue behind the rectum, between it and 
the sacrum, the incision should be from the skin and not from the 
bowel, and should generally be in the median line. 

In women there is much more to be hoped for from abortive treat- 
ment than in men, because the pathology is almost always the same, 
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and the morbid process ending iu abscess can be detected earlier and 
is better understood. 

Whether a salpingitis is to end in pelvic abscess, or be limited to 
the changes in the tube, may depend entirely upon the surgeon. His 
efforts should be turned first toward preventing further infection, and 
next toward limiting the inflammation. The precautions against infec- 
tion of the uterus during operations need not be dwelt upon. If the fact 
be borne in mind that it is not surgical trauma, but lack of antisepsis, 
which excites a pelvic inflammation, the line of prophylaxis to be 
carried out becomes clear. 

In gonorrhceal endometritis curettage is indicated with the first 
symptom of pelvic complications. In postpartum sepsis the first chill 
is the sign of infection and should be followed at once by irrigation of 
the cavity of the uterus with 1 : 5,000 bichloride; and unless there be 
an immediate subsidence of symptoms this should be followed by 
curettage within twenty-four hours. 

Curettage in these cases is to prevent pelvic inflammation. Should 
it still be practised as the first step in treatment after the tubes or 
lymphatics are known to be infected, with the idea of removing the 
source of the infection and thus limiting its effects! The answer must 
turn upon the operator's opinion as to whether the primary source of 
infection becomes of no importance as soon as a secondary one in 
tubes, ovaries, or lymphatics is established. Perhaps the best answer 
will be found in the marked improvement in pulse and temperature 
sometimes seen to follow curettage of a septic uterus even after pel- 
vic complications have shown themselves. 

The surgeon who begins the treatment of all his acute cases of pel- 
vic inflammation coming from the endometrium by thorough curettage 
and irrigation will save more lives and do fewer coeliotomies than he 
who trusts to an expectant treatment which can scarcely be said to be 
any treatment at all. 

Whether or not vaginal hysterectomy is indicated in puerperal in- 
fection as a preventive of septicaemia, and, if so, in what class of cases, 
is still subject for discussion. In about one-half of the cases reported 
in which it has been done the patient has recovered, but the impossi- 
bility of judging how many would have recovered without operation 
deprives these figures of any great practical value. As a matter of 
fact it is impossible to tell clinically whether the septic invasion has 
or has not passed beyond the uterus, and therefore whether hysterec- 
tomy is likely to be of any service. The examination of the blood for 
the streptococcus can alone determine the generalization of the infec- 
tion. Positive indications for operation are total retention of a pla- 
centa which cannot be brought away either with the finger or curette ; 
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and puerperal infection occurring in the course of a confinement re- 
quiring Cesarean sectiou. Beyond this the indications for operation 
are hard to define, except that in general the inefficiency of curettage 
and all other measures must be plain. Aggravation of the symptoms, 
in spite of all ordinary measures, should have weight in the decision, 
and especially the occurrence of chills, each of which indicates a fresh 
poisoning with toxins. 

The contraindications are: (1) The necessity of being certain that 
it is the uterus and nothing else which is the source of infection. (2) 
Hysterectomy can do no good in cases of general infection ; that is, in 
cases of subacute septicaemia or pysemia. (3) Cases in which the ex- 
amination of the blood does not reveal the streptococcus, but the infec- 
tion is so profound, the patient so feeble, death so near, that it seems 
useless to attempt an operation which is too late. (4) General peri- 
tonitis is always so grave that one hesitates to interfere ; nevertheless, 
just as the peritoneum is drained for post-operative peritonitis, so 
vaginal hysterectomy may save some lives merely by draining the 
peritoneum and taking away the focus of infection. The question has 
been argued at length by Tuffier {Revue de GynScologie, etc., No. 4, 
1899), and to his article, of which we have indicated the substance, 
the reader is referred. 

With antisepsis and curettage we exhaust our prophylactic meas- 
ures ; and after curettage in cases in which the inflammation has already 
reached the annexa or pelvic cellular tissue, we must turn to other 
means of limiting the process, or supporting the patient until it limits 
itself. These are depletion and rest. The former is best obtained by 
a single free purgation which shall not only empty the bowels but 
produce a free watery discharge; to be followed by hot vaginal 
douching two or three times every day, for at least a quarter of an 
hour each time. A small douche improperly given will do harm. A 
large douche, consisting of a gallon or more of water as hot as can be 
borne (not less than 100°, and as much hotter as possible), will have 
just the opposite effect to a small one, causing a distipct contraction 
in the blood-vessels of the parts. 

The rest must be absolute, and to secure it husband and wife should 
be separated. 

By a thorough application of this line of treatment many cases of 
pelvic inflammation seen early in their course may be cured even after 
considerable plastic exudation has been thrown out around tube and 
ovary. 

In the cases which have become chronic and are subject to more 
or less frequent recurrences of acute exacerbation, the same line of 
treatment should be followed at each attack ; but the treatment will 
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need to be more prolonged, and tampons of glycerin and ichthyol 
will give great relief if used faithfully for sufficient length of time. 
After the presence of pus in the female pelvis has once been diagnos- 
ticated, all treatment except surgical may be abandoned, and the evac- 
uation of the pus should be undertaken as soon as it is discovered, no 
matter at what stage of the attack the patient may happen to be. 

In cases of post-partum sepsis, with high temperature and pelvic 
phlegmon, it will generally be safer to do a partial operation and evac- 
uate the pus through a vaginal incision at first than to attempt com- 
plete removal of the uterus and annexa with the patient in such a con- 
dition. Should the patient survive the attack, and subsequent more 
radical treatment be necessary, it may then be carried out with much 
better prospect of success. 

In some cases the patient will continue to drag on a miserable exist- 
ence after the pus has found an insufficient opening for itself through 
either rectum or vagina. At longer or shorter intervals there are at- 
tacks of acute pain lasting several days or perhaps weeks, and finally 
relieved by a flow of pus through one or the other cavity. It may be 
possible in such a case to enlarge, with dressing-forceps, the opening 
already existing into rectum or vagina, and secure sufficient drainage 
to bring about a cure. Abdominal section is more, dangerous in these 
than in the cases in which no sinus communicates with the external 
world on account of the very existence of the sinus. After ablation 
of the sac, the sinus becomes a direct point for entrance of septic 
matter, which must be closed, if possible, after thorough curettage 
and cauterization, by suturing from within the abdomen. 

In many of these cases it is best to remove the uterus with the 
purulent collections. Especially is this true when both annexa are 
purulent, and when pus cavities have already communicated with 
rectum or vagina. The uterus, even after both annexa have been re- 
moved, may still keep up a constant trouble, which can be cured only 
by a secondary hysterectomy. Its removal through the vagina when 
this has been opened to reach pus in the pelvis adds nothing to the 
gravity of the operation, in fact allows of much better drainage and 
gives more room for the operator. 

It must be borne in mind that simple evacuation of a pelvic ab- 
scess, even with subsequent packing with gauze and irrigation, may be 
curative, the sac still refnaining ; and that removal of the sac is much 
easier by the abdominal than by the vaginal method. 

Many abscesses discharge spontaneously through the rectum or are 
punctured in this place and end in complete recovery; still puncture 
through the rectum is not to be recommended, because of the diffi- 
culty of securing drainage, and because, should subsequent radical 
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treatment be undertaken and the cyst removed, the presence of a 
communication between the rectum and the pelvis is a source of great 
additional danger. It is safe to say that any abscess, even after point- 
ing toward the rectum, can be more safely evacuated per vaginam. 

The incisions through the perineum or by the side of the sacrum 
with possible removal of the coccyx are examples of what is possible 
rather than practical methods of treatment. 

Subperitoneal laparotomy is also merely another way of evacuat- 
ing the contents of the sac without removing the sac, and hence may 
not result in radical cure. After opening the abscess in this manner, 
however, a counter opening may sometimes be made through the va- 
gina and efficient drainage established with iodoform gauze. 

The real objection to the vaginal route is that in cases of abscess 
involving the bowel either by adhesions or opening, a laparotomy al- 
lows a better view of the parts and more room for work in avoiding or 
repairing a wound of the bowel. 

When an abscess in the annexa has opened into the rectum the 
case is always much more serious, the operation more complicated, 
and the prognosis much more grave than in cases in which this has not 
occurred. The cardinal principle in operating is so to close the rectal 
wound that the pelvis shall not become contaminated after removing 
the abscess. If the opening be not too large after the sac has been 
ablated, the gut may be closed by suture. In other cases the part of 
the sac adherent to the gut around the opening must be allowed to 
remain, and be tied off or clamped after thorough cleansing and curet- 
ting. In this way it is possible to shut off the opening into the gut 
and prevent peritoneal infection. In no case should the vaginal in- 
cision be closed without allowing for free drainage with gauze from 
the danger point into the vagina ; and should the operation have been 
by the abdominal route, drainage into the vagina should still be pro- 
vided by opening the cul- de-sac at its completion. 

The vagina may be opened either in front or behind the uterus for 
exploration and for such operative procedures as exploration may 
prove to be necessary, but in all pus cases the posterior incision 
should be chosen for drainage into the vagina. 

Posterior Colpotomy. — The incision may be transverse or vertical, 
according to th# taste of the operator. The vertical will give less 
hemorrhage ; the transverse is thought by many to give easier access 
to the parts. 

Seize the cervix through both lips with a strong tenaculum, draw 

it down and make a transverse incision through Douglas* pouch into 

the peritoneal cavity. Should there be free bleeding from the incision 

it is well to whip over the posterior cut edge with a continuous suture 

9 
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-of fine catgut, and to include in this suturing the free edge of the 
peritoneum. 

Through this incision alone many pus sacs may be evacuated, and 
if tubes and ovaries be found free from pus the operation need pro- 
ceed no farther ; the pus cavity being simply drained by packing with 
gauze. 

A pus tube or ovary may also be brought down and removed 



Fio. 42.— Posterior Colpotomy. Incision whipped over to prevent bleeding. 

through this incision without rupture, and if there has been no soiling 
of the peritoneum the incision may be closed. 

Vaginal Hysterectomy. — Should it be necessary, however, to remove 
completely the uterus and annexa, the next step is to make an 
incision around the anterior lip of the cervix low enough down to 
avoid the reflection of the bladder, and connect the ends of this in- 
cision with the former one. With the finger and handle of the scal- 
pel dissect up the bladder from the uterus until the peritoneum is 
again opened in front, and if there is bleeding from the cut edge of the 
vagina continue the overhand suture of the cut edge to the perito- 
neum, as on the posterior lip of the incision. 
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The ligation of the broad ligaments in sections may now be carried 
out. For this purpose either the ligature-carrier or a strong curved 
needle may be used, and heavy catgut is the best material. The first 
ligature on each side should include the uterine arteries and avoid the 
ureters (Fig. 43). Both ends of the ligature should be cut short, 
and the tissue between the ligature and the uterus cut through with 
scissors as close to the uterus as possible. Before dividing the tissue 
it is well to seize the tissue outside the ligature with a small clamp. 
In case the uterine artery be not firmly secured the bleeding point in 



Fig. 43.— Securing Uterine Artery. 

the stump is then in plain view and under full control, and a second 
ligature may easily be passed by transfixing the stump with an armed 
needle. The ligation of the lower segments of the broad ligaments 
and their division allows the uterus to be brought still farther down, 
and a second ligature may be passed on each side and another seg- 
ment divided again close to the uterus. Three ligatures on each side 
will usually be sufficient (it may be done with two), and the last should 
pass outside of the ovaries so that they will be left attached to the 
uterus and come away with it. 

After opening the peritoneum both above and below, it is easily 
possible by dissecting well into the uterine tissue on each side to avoid 
the uterine arteries entirely, thus leaving only the upper part of the 
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broad ligament to be ligatured or clamped and dispensing with the first 
ligature around the uterine artery on each side. 

In some cases after ligating the uterine arteries on each side, the 
uterus may easily be rotated upon itself and the fundus pulled down 
into the wound while the cervix is released. This causes a half turn 
in the broad ligaments and facilitates ligating the remaining portions, 
and is thus of advantage when not too much time or force is required 
to effect the manoeuvre. 

Unless the operation has been aseptic, that is, unless the pus has 
been removed in its ovarian or tubal sac without rupture'and soiling 



Fig. 44.— Vaginal Hysterectomy with Ligatures. 

of the wound, no attempt to close the vaginal incision should be 
made. It should, on the contrary, be staffed with bichloride gauze 
and left open for drainage. 

In operating for extraperitoneal abscesses or those sacculated 
within the peritoneum, at some stage in this operation the wound will 
be deluged with pus. It is just here that the great advantages of this 
procedure become manifest, for under a steady irrigation the pus 
escapes through the vaginal incision without fouling the abdomen. 
The operator continues steadily with his work of breaking down ad- 
hesions and liberating pus, until the broad ligaments are secured and 
the annexa removed, when the pelvis is drained with gauze through 
the vagina. 

Abdominal Hysterectomy. — Should the abdominal operation for any 
reason be chosen in preference to the vaginal, such as a communica- 
tion between the abscess and the rectum, the first step after opening 
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the abdomen is the careful and thorough exploration of the pelvis 
with two fingers in the incision. 

Often an indistinguishable mass will be encountered, made up of 
uterus, tubes, ovaries, pus sacs, and adhesions; and in such a case the 
operator must proceed with deliberate method and great caution. 
From the time the peritoneum is opened he may find himself in trou- 
ble. Omentum may completely conceal the site of the operation, 
and this must first be torn loose and pressed up into the abdomen. 
Hemorrhage from the omental vessels must be carefully guarded 
against, and too much omentum must not be included in a single liga- 
ture lest secondary bleeding occur. Where much omentum is to be 
tied off, the chain ligature is the best form. 

Adherent intestine is more difficult to manage than omentum, as 
force cannot be used to tear it loose, and unless the adhesions yield 
easily to pressure of the end of the finger a tedious dissection is neces- 
sary. This may generally be done with the handle of the knife, but 
occasionally a little cutting with the scissors will save the gut from 
being torn, and a good view of the pelvis is absolutely essential. 

Eetractors here come into use, and the best, because they take up 
no room, are two strong ligatures passed through the fascia of the 
abdomen, one on each side of the incision. 

When intestine is injured beyond the peritoneal coat in this dis- 
section it must be repaired with Lembert's sutures before the opera- 
tion is continued, and the means for doing so should always be among 
the instruments provided for the operation. Should actual rupture 
of the gut be caused, which is beyond the reach of repair by a back- 
to-back approximation of the rent, an intestinal anastomosis must 
be done; and this should be preferably by some variety of suture 
(Abbe's, MaunselFs, or end to end) rather than by the Murphy 
button. 

Having freed omentum, intestine, and bladder from the pelvic 
mass, the operator may proceed with the enucleation, having now 
nothing to fear except the large vessels and the ureters, both of which 
have been ruptured, the latter many times. 

The secret of safety and rapidity in enucleating such a mass will 
be found in working with the fingers as near to the mass as possible, 
and in first finding some weak point between it and the sacrum which 
may be taken advantage of for a commencement, and from which 
progress may be made in all directions. 

The most essential point at this stage of the operation is to avoid 
in every possible way the rupture of pus sacs. This may be done by 
gentleness in many cases, but not in all. Pus may be encountered at 
any moment before either tube or ovary has been sufficiently loosened 
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from the general mass to be recognized. When such is the case, the 
only safeguard possible for the patient is to have the parts well pro- 
tected by sponges, and to wipe up the pus as it escapes as rapidly as 
possible with pieces of dry gauze, which are thrown away as used. It 
is well to remember that the presence of pus may mean the death 
of the patient from septic peritonitis, and act with corresponding 
caution. 

Masses containing fluid in such cases may often be aspirated with 
advantage before any force is used in enucleating them, and an aspi- 
rator should also always be in readiness. After pus has been drawn 
off, the aspirator puncture may be closed by a stitch or two through 
the wall of the sac, and the danger of subsequent rupture by manipu- 
lation will be much lessened by the relief of tension. 

As soon as the fundus uteri has been recognized, a great point has 
been gained in that the operator has a sure guide to the tubes and 
thence to the ovaries. First one ovary may be gently worked up 
from behind the broad ligament and then the other. It will not be 
possible as a general rule to bring one tube and ovary outside the 
abdomen while the other is still bound down ; but one side may be 
tied off within the pelvis before the other is attacked, and where pus 
is suspected in the liberated side, this is a good rule to follow. 

Before tying the final ligature, tension upon the broad ligament 
should be relaxed in order that there may be less retraction of the 
stump after the mass has been cut away, as this retraction when the 
tension has been great may cause the stump to escape from its liga- 
ture. If the round ligament is included in the ligature there will be 
less danger of slipping. 

Medium strong catgut answers every purpose for the ligature, and 
unnecessarily heavy gut or silk is often used. When once a surgeon 
is convinced of the reliability of his own catgut, as prepared by himself, 
he will seldom use any other material in an abdominal operation. 

The stump will contain the cut end of the Fallopian tube, and as this 
cut surface is in all probability septic, it should be cauterized with 
pure carbolic acid on a piece of cotton held in forceps before being 
dropped into the pelvis. The entire tube, close to the cornu of the 
uterus, should be removed. 

In cysts containing pus, where the Condition of the patient will not 
permit of completing the operation of removal of the cyst after the 
evacuation of its contents, the cyst wall should be stitched in the 
lower end of the abdomiual incision and drained. In cases in which 
the abdomen has been soiled by pus during enucleation, drainage 
through Douglas' pouch should not be omitted. 

Abdominal hysterectomy as at present performed is essentially an 
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American operation. It may be complete or supra- vaginal, the dif- 
ference being that in the latter the cervix is cut across just above the 
vaginal junction. 

It may also be done by tying off the broad ligaments in sections, 
or by tying only the vessels. The latter has many advantages, and 
when applicable, as in a case of fibroids, is the ideal method, but in 



Fig. 45.— Isolation of Uterus and Annexa by Breaking Down Old Adhesions and Freeing the Parts. 

the class of pus cases we are now considering it is not generally 
applicable. 

In any case the vagina and cervical canal should be rendered ster- 
ile before opening the abdomen, and if the supra- vaginal operation is 
contemplated, the cervical canal should also be curetted as a prelim- 
inary measure in avoiding septic infection of the wound. The supra- 
vaginal method is supposed to save time, and bleeding from the cut 
surface of the vagina, both of which it may do, but only to a slight 
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extent. Another argument in its favor is that by leaving the stump 
of the cervix a safeguard remains against vaginal hernia — an ar- 
gument, however, to which but little weight is attached by most 
operators. 

After opening the abdomen the first step in the operation is the 
forming of an anterior and a posterior peritoneal flap from the surface 
of the uterus, so that after its removal the pelvic floor may again be 
covered with peritoneum. 

An incision is made transversely across the anterior surface of the 
uterus from one broad ligament to the other, and high enough from 



PlO. 46.— Uterus and Annexa after Tying Both Broad Ligaments. 

the cervix to be clear of the reflection of the bladder. This can gen- 
erally be both felt and seen without difficulty, but where the bladder 
is greatly elongated and carried high up by a tumor, should there be 
any doubt as to the point of its reflection, a sound should be passed 
into it by an assistant. It is well to have both anterior and posterior 
flaps fully an inch in length to facilitate uniting them after the opera- 
tion. They should therefore be dissected loose well down toward the 
external os, care being taken to avoid wounding any large venous 
sinuses which may be in contact with them beneath. 

From this point onward until the broad ligaments have been di- 
vided and the uterus removed, there are three possible ways of pro- 
cedure for securing the blood-vessels. One is to divide the ligaments 
from the free border downward without preliminary suture or clamp- 
ing, and to seize each vessel and tie it as it exposes itself by bleeding. 
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Usually the broad ligaments are secured either by clamps or by 
ligatures before they are divided, and each of the two methods has its 



Fig. 47. -Vagina Opened in Front 

advantages. The advantage of the ligatures, however, is still that it 
is a greater safeguard against bleeding. 

If ligatures are used three single ones should be passed around the 
broad ligament on each side, the lowest one including the uterine 
artery. Either the upper or the lower one may be passed first as the 
operator prefers. The only difficult one is the lowest, which must in- 
clude the uterine artery and avoid the ureter. This is best done by 



Fig. 48.— Uterus and Anneza as Removed. 



standing on the patient's right side, passing the thumb and index 
finger of the left hand, the former in front and the latter behind the 
broad ligament, down inside of the two flaps of peritoneum which 
have been dissected loose, till they come nearly in contact with each 
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other at the side of the cervix but outside the vagina. By raising the 
uterus out of the pelvis by traction of an assistant, this point is ren- 
dered more accessible, and can easily be felt through the connective 



Flo. 49.— Anterior Peritoneal Flap Ready for Suture. 

tissue which alone separates the thumb and finger. The uterine artery 
may often be felt pulsating between the fingers, and i$ sometimes the 
size of the radial. 



Fig. 50.— Suture of Peritoneum with Vagina Left Open for Drainage. 

The best instrument for passing the ligature is the Cleveland car- 
rier. This should be passed from before backward in the space un- 
covered by the peritoneal flap, and as near the junction of vagina and 
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cervix as possible, and as close to the uterus as possible without en- 
tering the vagina. It should be passed unarmed and withdrawn with 
one end of a stout catgut ligature in its grasp. It is then passed in 
the same way again about an inch higher up, and withdrawn, holding 
the other end of the same ligature, which is then tied, and will sur- 
round the uterine artery. The best possible way to avoid the ureter 
is to keep close to the uterus. 

The middle and upper ligatures on the same side are then passed 
in the same way, the middle to include the round ligament, and the 
upper the balance of the broad ligament outside of the tube and ovary. 
In this way all blood supply to the uterus from that side is cut off. 



Fig. 51.— Suture of Peritoneum with Vagina Closed. 

Exactly the same steps are next followed on the opposite side, and 
with a pair of strong curved scissors the broad ligaments are divided 
from above downward just inside the line of ligatures on each side. 
If the ligatures have been correctly applied there can be no bleeding 
except what may result from the retained venous blood-vessels of the 
uterus. As the scissors approach the lowest ligature they should be 
carried as close to the uterus as possible, and even cut a little into its 
substance. It is possible to go in this way practically around the 
uterine artery, which breaks up into many small branches as soon as 
it reaches the uterus. 

As soon as the uterine artery has been passed with the scissors, the 
vagina should be opened in front close to the cervix and divided 
across, both anteriorly and posteriorly. From the cut edges of the 
vagina there will almost always be a very free oozing of blood, if not 
a jet from the azygos vaginae. This for a time may be disregarded 
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should there be more serious bleeding from any other point, but it will 
almost invariably need some attention before the wounds are closed. 

The final steps in the operation depend upon whether the wound is 
or is not aseptic. In the former case no drainage will be necessary, 
and the wound in the vagina may first be closed as shown ; and over 
this the peritoneal flaps may be united. Peritoneal surfaces unite so 
readily that an ordinary running suture is alone necessary for this. 

Should drainage into the vagina be necessary, the cut edges of the 
vagina should be whipped over with a running suture as a safeguard 
against bleeding, and a strip of gauze pushed through the opening 
into the vagina from above. The peritoneal flaps may then be united 
to close the peritoneal cavity over the cut surfaces of the broad liga- 
ments. 

The abdominal incision is next closed in the usual way. 

Should the abdomen have been fouled in the operation the anterior 
wound may still be closed, but it is better not to close entirely the 
pelvic peritoneum. 
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CHAPTER VIII. 

FISTULA. 

A fistula is the result of a previous abscess, and, therefore, in 
enumerating the causes of abscess those of fistulre have also been given. 
lake the abscesses from which they arise, they may well be divided 
into superficial and deep ; or into those of the anus, which are subcu- 
taneous and involve at the most only a few fibres of the external 
sphincter; and those of the rectum and pelvis, which open into the 
bowel at a higher point, or perhaps on the surface at a considerable 
distance from the rectum. Both the superficial and deep may also be 



Fig. 62.— Varieties of Fistula. 

divided into the complete, or those which open both on the skin and 
into the bowel ; the external, which open only on the skin ; and the 
internal, which have an opening only within the bowel (Fig. 52). 

Superficial Fistulw. — On account of the special laxity of the sub- 
mucous connective tissue in this region, abscesses show little tendency 
to spontaneous closure, and fistula is the common result when left to 
their own course. In the subcutaneous fistula the external orifice may 
be at some distance from the anus or in the radiating folds. The 
presence of more than one external orifice is rare in subcutaneous 
fistulfe ; and an internal opening will be found in most, if properly 
searched for. The best way to settle the question of the presence or 
absence of an internal opening in any doubtful case is by injecting 
milk through the external orifice. In the vast majority of cases the 
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milk will be found in the rectum, and the internal orifice will be 
found just within the external sphincter. In some the opening will 
be found in the radiating folds entirely below the fibres of the sphinc- 
ter, and in others it may be much higher up the bowel. 

The internal orifice does not in all cases mark the superior limit of 
the fistulous tract. This may run several inches up the bowel under 
the mucous membrane when the internal orifice is just within the ex- 
ternal sphincter (Figs. 53 and 54). 

The tract of a fistula is sometimes straight, extending directly from 
one orifice to the other ; in other cases a tract, properly speaking, does 
not exist, and both orifices* open directly into the original abscess cav- 



Fios. 53 and 54.— Fistuloe with Double Tracts. 

ity. If the external orifice be very small, the cavity may at any time 
become distended with pus and give rise to all the symptoms of a 
fresh abscess till the pus finds an exit through either the old opening 
or a new one. • The tract is lined with lardaceous tissue, the result of 
chronic inflammation, and in this may be found numerous blood-vessels 
of new formation. This tissue, by preventing all contact with the 
walls, necessarily prevents healing. On the other hand, the tract is 
sometimes lined with healthy granulations which are capable of being 
formed into new tissue, and for this reason a fistula will sometimes, 
though very rarely, heal spontaneously. 

The symptoms caused by this class of fistuto vary greatly. At 
first there are those of the abscess in which they originate. After that 
the one great symptom is the incessant discharge, sometimes slight, at 
other times abundant; sometimes purulent, at other times serous; 
always fetid ; sometimes containing faeces and gas. Besides the dis- 
charge there may be no symptoms at all, or there may be more or less 
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uneasiness in the part, and pain on defecation, with the constipation 
which arises from the fear of a passage, and the symptoms to which 
it gives rise. Such a state of affairs may exist for many years without 
aggravation or causing the patient to seek relief. 

Deep Fistulce. — Fistul® resulting from ischio- rectal abscesses differ 
greatly in their extent and gravity from those last described. In 
them the tract is large, and often double or branching, and the exter- 
nal opening may be far away from the anus. The whole perineum 
and gluteal region will sometimes be found brawny and indurated, and 
twenty or thirty openings may be counted, with the scars of others 
which have closed. 

The fistulae resulting from deep pelvic abscesses are of many dif- 
ferent varieties, all of them severe. The external opening may be far 
away from the anus, and there may be several tracts and openings 
which may branch off from each other, or all may communicate with 
a common abscess cavity in the pelvis. When an internal opening 
alone exists it may be in the rectum, vagina, urethra, bladder, or any 
part of the alimentary canal. 

The tract in some of these cases has been known to take a remark- 
ably irregular course. Sir A. Cooper mentions an autopsy where a 
'fistula opened in the groin, followed the course of the spermatic cord, 
and ended in what seemed like an ordinary fistula in ano ; and cases 
in which the pus has burrowed under the gluteal muscles and finally 
opened in the thigh, loin, or even nearly at the popliteal space, are 
not uncommon. 

Blind Internal Fistulce. — Fistulse about the anus with internal open- 
ings alone have a somewhat special pathology. When caused by an 
abscess it is generally by one of the deep variety which has opened 
into the rectum high up and continues to discharge in this way. The 
abscess causing such a fistula may, however, be a small submucous 
one or a large subcutaneous one. There is •another and perhaps more 
common class of internal fistul® in which the opening is not the result 
of the breaking of an abscess, but is first formed by ulceration, and 
the abscess is a secondary consequence. 

A circumscribed ulcer which perforates the mucous membrane and 
results in internal fistula may be due to several causes : to rupture of 
an inflamed internal hemorrhoid ; to the application of strong acids to 
hemorrhoids; to operations upon the rectum; and especially to tuber- 
culous ulceration. 

Such a condition is a very painful one. The opening, which may 
be large enough to show a distinct loss of substance to the touch, 
catches and retains particles of faeces, causing a burning pain which 
may last many hours after defecation. As a result of the opening an 
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abscess forms after a time, with the usual symptoms, the induration of 
which may be felt externally. When the abscess is small and the in- 
duration not extensive, a speculum examination may reveal the ulcer ; 
but the fistulous tract and abscess may escape — a mistake which will 
render all treatment directed toward the cure of the ulcer of no avail. 
There may indeed be several ulcers, only one of which has a fistula 
connected with it. 

Fistul® of this variety differ very much in character ; but taking 
them as a class, I know of no branch of rectal troubles so apt to lead 



Fig. 55.— Tuberculous Fistula. 

to errors in diagnosis or mistakes in practice. Some of them are per- 
fectly apparent by even a cursory examination. The internal opening 
may be so large that on introducing the finger into the anus it enters 
an abscess cavity, while the skin of the ischio-rectal fossa is reddened 
and thinned and the pus is about to break through the surface. This 
condition is most frequently seen as a result of tuberculous deposit 
(Fig. 55). On the other hand, the internal orifice may be so small as 
scarcely to admit the finest probe, there may be only a small straight 
tract and no abscess cavity, and the condition may require the most 
thorough and careful examination under ether for its detection. The 
patient may complain only of pain strongly resembling that of fissure 
or simple neuralgia of the rectum, and the purulent discharge may be 
so slight as to escape notice. 
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Diagnosis. — The mere diagnosis of the existence of a fistula, except 
in the blind internal variety, is usually attended by little difficulty. 
The examination of the extent and variety of a fistulous tract, how- 
ever, is a matter requiring delicacy and skill. The best position is on 
the affected side, with limbs flexed on the abdomen. The examiner 
should be provided with probes of every variety, from the small ones 
made of pure silver to the soft metal uterine sound ; and it is better 
not to begin the examination with any preconceived idea as to the 
direction of the tract, for this is exactly what the probe is to deter- 
mine. The instrument should be allowed to follow the tract, and not 
be forced toward the gut, or indeed in any direction. After it has 
goue as far as it will, the index finger of the other hand may be in- 
troduced into the rectum in order to detect the end of the probe. 
Sometimes it will be found free in the rectum ; sometimes it can be 
felt covered only by mucous membrane, but no internal opening can 
be discovered ; and again, rather to the surprise of the operator, it 
may not be felt at all, having passed directly away from the bowel. 

In the diagnosis of the blind internal variety there is opportunity 
for much skill. I have known a small fistula of this kind to escape de- 
tection by a dozen different men, and the patient to be treated for al- 
most every other form of rectal affection. The absence of any external 
orifice misleads the superficial examiner at the beginning, and the 
failure to make a thorough examination completes the error. 

There are two signs of this condition which will in every case lead 
to a correct diagnosis. The one is the discovery of the internal orifice, 
the otlier and more valuable is the induration which invariably attends 
a tract of any size. The whole course of a fistula can often be marked 
out distinctly by the detection of a whip-cord hardness running around 
the anus under the skin. 

Treatment.— A. fistula may heal spontaneously or after a very slight 
excitement to reparative action, such as the mere passage of a probe 
in making an examination. It has been mentioned that the tract is 
sometimes lined with healthy granulations, and that these may result 
in new tissue which shall close it. I have the notes of one such case in 
which a fistula of several years' standing closed spontaneously without 
even the passage of a probe to excite it to reparative action, but I 
have never seen more than one. 

Setting aside these cases, we are at once brought to the question, 
which will often be asked by the patient, and which the surgeon may 
not always be able to answer to his own satisfaction — whether it is 
always best or even safe to try to cure a fistula. In certain cases of 
Bright's disease, cancer, cardiac and hepatic affections, etc., all surgi- 
cal interference may be contraindicated ; but the question is most apt 
10 
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to arise in tuberculous patients. My own practice has always been to 
operate upon tuberculous cases as upon others when there was any hope 
of effecting a cure of the local affection. There are several rules 
which should be carefully regarded in this class of cases, however. 
No cautious practitioner would think of operating either in a very 
advauced, or rapidly advancing, general tuberculosis. Cough, when 
violent and frequent, is also a decided contraindication, interfering, 
as it does very certainly, with the healing of the wound. Moreover, 
in every casein which there is any suspicion of tuberculosis, the whole 
extent of the fistula should be thoroughly curetted or destroyed with 
the Paquelin cautery. There is no doubt that a tuberculous fistula may 
be the first symptom of what will later develop into a general infec- 
tion, and that its complete destruction may prevent a general deposit, 
as may happen in tuberculous deposit in the testicle. 

The after-treatment of a tuberculous patient is always a matter of 
great importance, for these incisions may refuse to heal even when 
they look perfectly healthy. The patient should not be confined to 
bed any longer than is absolutely necessary, and if his general health 
is better in the open air he should be encouraged to go out as soon as 
the wound will permit, even though rectal wounds do heal better in 
the recumbent posture. But here the general health must take prece- 
dence. The diet should be the most nourishing possible, change of 
air should be sought, tonics of all varieties should be given, and the 
local treatment should be gently stimulating. It is often useless, 
however, to change local dressings and to worry over the wound. If 
the cut shows no tendency to heal, and there be no sinus to account 
for the sluggishness, it is the patient himself who must be cared for, 
and the particular form of dressing will make little difference. 

In all cases of fistula in tuberculous patients, or those in feeble 
general health from any other cause, the sphincters should be inter- 
fered with as little as possible. They are apt to be weak at the best, 
and the less cutting of them that is done the better. This is a general 
rule of operation, but applies particularly to patients in poor general 
health. 

Having decided, then, to try to cure the fistula, many ways are 
open. In certain selected cases a cure may be effected by stimulating 
the tract and allowing a free discharge of pus without any cutting 
operation. For this purpose dilatation of the external orifice by 
sea-taugle tents, introduction of drainage-tubes, injections of tur- 
pentine and iodine, and applications of nitrate of silver and caus- 
tic potash have all been successful. Treatment by any of these 
methods requires time and patience, and the result cannot be looked 
upon as at all certain ; and yet all of them hold out a certain slight 
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prospect of success, if the patient be in condition to submit to their 
trial. 

In cases of recent abscess of the ischio-rectal fossa in which the pus 
has broken out on the skin but no internal opening has yet formed, 
the chances of success by this method are very good. The patients 
should be kept in bed and the outer opening be enlarged to allow of 
free escape of matter. Then, by free drainage and injections of bi- 
chloride, 1:2,000, the abscess cavity is very likely to heal. In older 
cases, in which a true pyogenic membrane has formed, the applications 
must be much stronger, and in these turpentine, iodine, or caustic 
potash will succeed much better. 

When it has been decided to lay the fistula open into the gut, there 
is but one method which can be thoroughly recommended, and that is 
the knife. The elastic ligature and icraseur need not be considered 
except in cases where the patient is too timid to submit to the knife. 
The silk ligature is unsurgical, and the elastic ligature and galvano- 
cautery wire possess no advantages to an operator who does not fear 
hemorrhage, and who acts on the surgical principle that what vessels 
he may cut he can also secure. 

The operation for fistula by incision may be greatly facilitated by 
the observance of several minor details. In this, as in other opera- 
tions on the part, the bowels should be thoroughly emptied on the 
previous day. In all cases in which the tract is of any considerable 
depth, or in which, on account of sensitiveness of the patient, the 
surgeon has not been able to assure himself of the exact extent of the 
disease and the absence of any side tracts or diverticula, ether should 
be given and the anus gently and completely dilated before the oper- 
ation. It is only in the simplest cases that the incision may be made 
without ether, and then the best chance of a thoroughly satisfactory 
exploration is missed, and the way is opened for an incomplete and 
therefore unsuccessful operation. 

For deep tracts, if a knife is used, it should be strongly made, for 
it is not a very difficult matter to break an ordinary scalpel in a deep 
fistula. A heavy steel director may also be snapped in an attempt to 
bring the end out of the anus preparatory to making the incision ; and 
should the internal orifice be high up, and the external at some dis- 
tance from the anus, so that the amount of tissue to be divided is 
large, it is often better to discard the knife and use a pair of strong 
scissors. 

When no internal orifice can be found, but the mucous membrane 
feels undermined and the probe can be felt by the finger in the rec- 
tum, separated only by a thin layer of mucous membrane, it is a good 
plan to force an internal opening and treat the fistula as though it 
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were complete. When there are two internal openings, both should 
be included in one incision. When, after the incision, the diseased 
integument is found to overlap the cut and hang into it, it should be 
cut away ; and in old tracts the healing may be hastened many days 
by thoroughly scraping out the lardaceous wall with the handle of the 
scalpel, or even scarifying it in several places, so that a healthy repar- 
ative action may be set up. 

Where the fistulous tracts exist in great numbers, two or three 
operations may be advisable at intervals, rather than to attempt to do 
all at one sitting, lest the patient's reparative powers should be un- 
equal to the task thrown upon them. In such cases there will often 
be found two or three tracts which may be considered as primary, into 
which the others run ; and each of these, with its branches, may be 
dealt with at a separate operation. Many of the tracts will be found 
to run away from the bowel under the skin of the buttock or tow r ard 
the scrotum, and these may be induced to heal by laying them open, 
without interfering with the sphincters. It will sometimes be neces- 
sary to divide the sphincter several times, however, before the cure 
can be completed, and a certain degree of incontinence may be ex- 
pected as a result. 

In the matter of dressings after the incision much skill may be 
displayed. Immediately after the operation a dressing of plain or 
iodoform gauze should be introduced and kept in place by a T- band- 
age. To save the patient as much pain and annoyance as possible, 
this should not be removed till after two or three days, when it will 
have become soft and loose from the discharge. Subsequent dressings 
may be of the same material and should be changed daily. The 
wound should not be tightly packed with lint. It will heal from the 
bottom if its surfaces are kept apart or separated daily by the finger 
of the surgeon. Care is always necessary to prevent an immediate 
union of the cutaneous edges of the incision. In my own practice I 
seldom use any dressing at all after the first, but merely introduce a 
finger into the wound two or three times a week to secure healing 
from the bottom, and apply sufficient gauze to the surface to catch 
the discharge. 

Healing may be indefinitely delayed by too frequent dressings, or 
by stuffing the wound tightly with the intention of forcing it to heal 
from the bottom. Under such treatment healthy granulations may 
entirely disappear, and the cut surface assume a mucous-membrane- 
like appearance and so remain. Standing or walking always delays, 
and may sometimes entirely prevent healing. The same result may 
follow the use of too powerful antiseptic solutions in the hands of an 
enthusiastic dresser in hospital. 
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During the treatment the burrowing of pus and the formation of 
a new pocket should always be carefully watched for and met by 
incision. 

The hemorrhage in an ordinary operation for fistula is seldom pro- 
fuse enough to cause the surgeon any uneasiness, and is almost always 
easily controlled by packing the incision with gauze and making firm 
pressure with a compress held in place by a T-bandage. A free arte- 
rial hemorrhage from a vessel well up to the rectum must be treated 
by either ligature or tampon. 

Under the most favorable conditions a fistula which is but a 
straight tract may require so large an incision that a couple of months 
may be required for healing. In some cases this long delay may be 
avoided by a simple method of introducing deep sutures to approxi- 
mate the sides of the cut. The old pyogenic membrane must first be 
completely removed and the tract put into condition to heal by first 
intention. Two or three wire sutures are then introduced to draw the 
deeper parts of the cut together, and the edges are approximated care- 
fully with catgut. If the attempt be successful much time will be 
saved, and if it fail nothing is lost ; but, except in slight cases with a 
straight tract and easily approximated edges, the attempt at union by 
first intention will fail, for such a wound is septic, and healing by 
primary union is not to be expected. 

The general idea of the operation of cutting a fistula in ano is that 
a director should be introduced into the external orifice, brought out 
into the rectum through the internal opening, or at a point where its 
end approaches most nearly to the mucous membrane, then bent and 
brought out of the anus, and that the tissues upon it should be cut. 

This is the idea conveyed to the student by his lectures, and to the 
practitioner by his text-books on general surgery ; and in many, per- 
haps the majority, of cases this simple procedure will be curative, for 
many fistulas are straight tracts running not very deeply into the tis- 
sues; and it is to them, and to them only, that the operation applies. 
But no practitioner will cut many fistulse in this offhand, routine way 
before meeting with a case in which such an operation either will 
prove a signal failure or will result in irreparable injury to the parts. 
It is a fact, I believe, that fully fifty per cent of all operations for 
fistula, even in hospital, are failures, either from faults in the opera- 
tion or from lack of care in the after-treatment. 

Perhaps the first lesson taught by an unexpected failure in effect- 
ing a cure by this operation is that a fistulous tract is something to be 
followed by a careful dissection, and not a thing to be laid open by a 
single sweep of the knife along a director which has, by more or less 
force, been entered at one opening and made to pass out at another ; 



Digitized by 



Google 



150 SURGERY OF THE RECTUM. 

for by this course not only is the tract often left in great part undi- 
vided, but the director is forced into healthy tissue and parts are 
needlessly sacrificed. 

Instead of this, the tract should be followed, step by step, from its 
external opening along its whole course ; and to do this the director 
need only be introduced a short distance at a time or not at all. By 
thus following carefully the course of the fistula, and dissecting it out 
to its end, no unnecessary sacrifice is made of adjacent healthy tissue, 
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Fig. 66. 

and side tracts or diverticula are recognized as they are met. This is 
much easier than to pick them out in the bottom of an extensive, 
bleeding, and irregular wound. 

A word about the director. The one ordinarily used (Fig. 56) is 
too blunt at the end for fiue work. It should be of steel, delicately 
made, and probe-pointed; silver is too flexible for ordinary work. 
These have been made for me in three sizes (Fig. 57). 

With regard to side tracts or branching diverticula, the rule is 
that all such should be dissected up exactly as the main tract should 
be ; but to this there are very important exceptions. The rule may 
perhaps be modified in this way: As many tracts should be divided as 
can be done without risk of incontinence of faeces in either sex, or of 
destruction of the perineum in women, or of too great injury for the 
reparative powers of the patient. 

As a rule, both the sphincters in either sex may be divided once 
in the median line without danger of incontinence. It is always bet- 
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ter, however, to divide as little as possible. The inner sphincter 
should be left intact, if possible; the division should be straight across 
the muscular fibre, and not slanting; and a double division of one, 
and especially of both sphincters, should not be resorted to as a pri- 
mary operation, unless with the distinct understanding on the part of 
the patient that more or less incontinence may be the result. In oper- 
ating for fistula, no matter how simple, it is well to be on guard 
against the patient who is subject to intestinal catarrh with diarrhoea, 
either constantly or at intervals. A sphincter, the sufficiency of 
which would never be questioned by one whose bowels act naturally 
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once a day, may be a cause of great unhappiness during even a slight 
attack of diarrhoea; and a single cut through the external muscle may 
lead to this result in a strong man. Stretching the muscle may do the 
same. In women and feeble patients there is more risk than in men 
otherwise healthy. 

In these modifications of the rule of complete division cases of 
tracts running upward along the bowel are not included, for these 
should be divided as are those nearer the anus. Here the supposed 
danger of hemorrhage often stops the operator with his work half- 
completed; and one of these tracts will often heal spontaneously after 
the opening of the lower one into which it empties* But it is not safe 
to trust to this chance. These upward branches are of two distinct 




pig. 58. 

kinds. In one the tract runs directly beneath the mucous membrane, 
and may be so found with the director; and in this there is little dan- 
ger of hemorrhage in its division, for the blood-vessels are all outside 
of it. In the other variety the tract runs deeper in the wall of the 
gut, under the muscular layers, perhaps even away from the rectal 
wall into the perirectal tissues. In such cases there is great danger of 
hemorrhage, and the amateur surgeon may easily get beyond his depth. 

The exceptions to this rule of complete division will be found in 
three classes of cases — those of the horseshoe variety, those of the 
recto-labial variety, and those of long-standiug extensive disease in 
which the whole anal and perineal regions are riddled with openings. 
In these cases all the ingenuity the operator possesses will be de- 
manded to effect a cure without resulting incontinence. 

Horseshoe Fistula. — This has been defined differently by different 
writers. In a typical case it is a form of fistula in which there are 
one or more external openings on each side of the anus and an inner 
opening in the rectum in the median line behind. It is shown in Fig. 
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58. But a horseshoe fistula may have only one external opening, and 
yet the abscess which has caused it may entirely surround the gut in 
horseshoe form. 'Not need the internal orifice be in the median line, 
either behind or in front. The name applies to the shape of the ab- 
scess which has resulted in fistula, and not at all to the location of the 




FIG. 59. 

openings. In this form of disease the pus in its burrowing has ex- 
tended from one side of the gut to the other, and the resulting fistula 
may be complete, incomplete, or of the blind internal variety. The 
internal opening may be at any point, and the external may be on the 
opposite side of the body from it. 

In these cases I think it will generally be observed that the open- 
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ings do not lead into distinct fistulous tracts of any great extent, but 
rather into one abscess cavity of considerable size. 

It is evident that in operating upon such cases as these there is a 
chance for much skill in effecting a cure at one operation and still 
preserving the sphincteric power. And I may say that a patient who 
has been left with incontinence of faeces after this operation, no mat- 
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ter how successfully done, is apt to be very unforgiving, especially 
when it happens to be a lady who has been rendered loathsome to her- 
self, afraid to trust herself in society, and doomed to the constant 
wearing of a napkin. I have seen many such, and by means to be re- 
ferred to have relieved some ; but from the ill-fortune of others I have 




FIG. 61. 

come to warn my own patients that incontinence may possibly result, 
when I see any reason to anticipate such a conclusion. 

Taking now a case of horseshoe fistula, such as is shown in Fig. 
58. The ordinary operation would consist in two complete divisions 
of the sphincters on opposite sides (Fig. 59), probably resulting in 
incontinence. The correct method consists in one complete posterior 
division, and then the opening of the lateral tracts into this posterior 
cut, as shown in Fig. 60. 

This principle may be made to cover nearly all of this class of 
cases. Where several external openings are grouped around the anus 




Fig. 62. 

they may all be connected by one incision, and from this incision 
a probe may be passed through the internal opening, and this, too, 
divided with the sphincter. 

A more complicated case of the same variety is shown in Fig. 61, 
and the incisions by which it may be cured with but a single division 
of the sphincter are shown in Fig. 62. 

In case the external opening be at a considerable distance from the 
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anus, and on the opposite side of the body from the internal, as shown 
in Fig. 63, the method is essentially the same, the thing to be avoided 
being a slanting cut through the rectum and healthy tissue. By fol- 
lowing the ordinary rule in such a case— passing a director into one 
opening and out of the other, and cutting upon it — all but a small 
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portion of the lower end of the bowel would be completely severed by 
a deep incision. Fig. 64 shows the cute that were made by which a 
cure was effected without incontinence. 

It may easily occur that in a complicated case it is found impossi- 
ble to divide all of the tracts without a double or even triple division 
of the muscles. In such cases the safer practice is to do such an oper- 




ation as has been indicated upon all the tracts that can be included 
in a single division of the muscle, and to trust to other means of cure 
for the balance, at least till the first wound has healed. 

The only rational treatment for the ordinary blind internal forms 
of fistula is by incision into the gut. The only exception to this is in 
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acute cases of ischiorectal abscess seen within a day or two after the 
pus has forced its way into the gut. In such, a free external incision 
and a thorough cleaning out of the abscess cavity may avoid the ne- 
cessity for cutting into the bowel and dividing the sphincters. 

Where the probe readily enters from the gut an abscess cavity or 
a tract running downward toward the skin, it should be bent into a 
hook, brought as near the surface as possible, and a counter-opening 
made upon it. Through these two openings a director should be 
passed and the whole cavity laid open into the gut. In whatever di- 
rection the tract leads, it must be followed to its end and freely 
divided. Much delicacy and patience are sometimes necessary to 
accomplish this so that no side tracts are missed ; the probes and di- 
rectors may need to be very delicate, and much time may be required ; 
but the success of the operation depends upon the thoroughness with 




Fig. 66.— Fistula Knife. 

which it is done. Free drainage at the most dependent part of the 
incision should always be provided, and to do this it may or may not 
be necessary to cut deeply through the sphincters. There is always 
more or less induration around an old fistula, and when this can be 
felt through the skin I have often cut directly down upon it, without 
any director, through the internal orifice, and have then found no 
difficulty in passing a director onward to the internal orifice. 

The knife shown in Pig. 65 with flexible probe point will often be 
found useful 

Large abscesses of the pelvis in the male, which have opened into 
the rectum, should be treated by the introduction of a drainage tube 
and daily washing out with boracic-acid solution. Those located in 
the ischio-rectal fossa should be opened on the skin, thoroughly defined 
out, and treated by drainage and injections to give the internal open- 
ing a chance to close without dividing the tissue between the two 
openings, which is often considerable. Should this fail the ordinary 
operation may be done. 

In fistula with very long and deep tracts, or in those with :nany 
smaller ones, a cure without an amount of cutting which shall neces- 
sarily lead to incontinence may be impossible. Fig. 66 is taken from 
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a case of the latter variety, where the openings and tracts were so 
numerous and the patient's general condition so bad that a cure was 
for some time despaired of. By several operations, however, under- 



Fig. 66.— Cicatrix of Fistula. 

taken at intervals, they were all finally laid open and cured, with the 
result shown. 

In the case shown iu Fig. 67 the external opening was over the 
great trochanter, and the case was very naturally mistaken for hip- 
joint disease by several operators. 

The cause of incontinence after operations for fistula has been the 
subject of considerable argument, for in some cases a single incision 
through the external sphincter, although comparatively slight, has 
been followed by this untoward accident, while in others very exten- 
sive and numerous incisions have left the patient still with good con- 
trol. Smith believes it to be due not so much to the division of the 
sphincters, as to division of the circular muscular fibres of the lower 
part of the rectum ; while Esmarch holds rather to the theory that it 
is due more to division of the nerves supplying the muscle than to the 
division of muscular fibres. 

In my own mind the explanation lies in the fact of vicious cicatri- 
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zation, by which the ends of the divided muscles are not brought into 
apposition in healing. On this supposition it is easy to understand 
why a single cut may result in loss of muscular power, the ends of the 
sphincter being separated by an interval of half an inch, and the 
muscle therefore having no fixed point of support; while in other 
cases several incisions which have healed properly may still leave the 
segments of the muscle in shape to act as one undivided circle. The 
simplest form of the same condition is seen in lacerated perineum in 
the female. Here a single rent is followed by almost complete incon- 
tinence ; and although the perineum may seemingly be perfectly re- 
stored by operation, there will be no return of sphincteric power till 
the cut and separated ends of the muscle are brought into apposition. 
The condition is one which entails a greater or less degree of 
misery, depending upon the consistence of the feces and the regularity 
with which they are voided. To a man who has one solid, natural 
evacuation before going from his house in the morning, there may be 



Fig. 67.-Cicatrlx of Fistula. 

no suffering and little annoyance, except what arises from the invol- 
untary escape of wind and the soiling of the person with the natural 
mucous secretion of the bowel. The fact of inability to control the 
passage does not necessarily imply that the freces escape in a way 
to cause annoyance, for when they are of natural consistence and 
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are passed with regularity there i3 generally sufficient warning to allow 
the patient to seek the closet, which he has learned never to be far 
away from at a certain hour. The greatest suffering comes in women 
whe.i the bowels are loose ; then there is absolutely no chance to avoid 



Fio. 68.— Incontinence After Fistula. 

the consequences; a napkin is constantly worn, and the patient soon 
becomes a confirmed invalid. 

If the anus be open and patulous, more or less prolapsus may fol- 
low ; and this is a fresh cause of tenesmus and discharge, complicating 
and increasing the original trouble. The train of nervous symptoms 
following this condition is often in itself serious, and apparently out 
of proportion to the physical disability. 

In the treatment of this condition the operator has an ample field 
for the exercise of all his ingenuity, for no two cases will be found 
exactly alike, and the operations must vary accordingly. 

Some will be seen at a glance to be manifestly incurable — such, for 
example, as the one shown in Fig. 68, in which the sphincters have been 
cut again ^nd again in different directions till the anus has lost en- 
tirely its original shape, and it would be difficult to find any trace of 
the sphincter by the most careful dissection. Most cases, however, 
are amenable to operation and relief, and a successful operation brings 
much sincere gratitude to the operator. 

There are two guiding principles in operating. The first is to find 
the ends of the sphincter and unite them by suture ; the second is ap- 
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plicable where the first is impossible, and consists in producing an 
artificial tightening and closure of the anus without much regard to 
sphincteric action. 

The first indication may often be followed out at the time of the 
original operatioij for fistula, and is, in fact, done in the operation for 
immediate closure of the incision by suture of the wound, under anti- 
septic precautions. This operation is very apt to fail from infection 
of the wound, but in single deep cuts it may succeed, and it is always 
worthy of trial with the object of obtaining direct and immediate 
union of the ends of the muscle and avoiding possible incontinence. 

In cases such as are shown in Figs. 69 and 70 the operation is the 
same as in lacerated perineum — cutting down upon the ends of the 
muscle, freshening the edges of the original incision, and bringing 
them together with catgut sutures. 

In a case such as is shown in Fig. 68 the operation is much more 
complicated. This patient, in spite of all the cutting which had been 
done, was still suffering from a blind internal fistula when he came 
under my care. In the figure the parts are not at all stretched open. 
The anus is seen as an irregular circle composed of cicatricial tissue, 
which held it wide open. The cicatrix extended an inch and a half 



FIG. 09. FIG. 70. 

into the rectum on all sides, and no mucous membrane was seen till 
beyond this point. The anus and lower part of the rectum presented 
the appearance of an open tube about an inch in diameter, entirely 
without any power of muscular contraction. At the point where the 
folds of mucous membrane first appeared there was an opening lead- 
ing into a deep sinus in the right buttock, and this was opened up, 
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relieving the patient of the pain and purulent discharge from which 
he suffered. 

Even in this case, with anus and lower part of the rectum con- 
verted into an open, unyielding tube, the patient did not complain of 
incontinence, though there could have been no action of either sphinc- 
ters or levator, and hence no control. He simply had a natural pass- 
age every morning and was never subject to diarrhoea. 

In such a case the anus could be closed only by a plastic operation. 
The plan I proposed was to dissect the mucous membrane loose, draw 
it down, and stitch it to the skin, after freshening the cicatricial ring 
of the anus so as to first give a mucous lining to the parts ; then, by a 
subsequent plastic operation, or perhaps by the cautery iron, to close 
the outlet of the canal. But after the fistula was cured, the patient, 
suffering really no inconvenience, declined further operation. The 
case proves, better than any other I have ever seen, that complete loss of 
sphineteric power is not always attended by any inconvenience ; and 
that except in cases of diarrhoea a patient is seldom conscious of the 
value of a sphincter. 

After what has been said of the origin and extent of abscesses of 
the pelvis it is evident that there may result from them a class of 
fistulae which are not to be operated upon by any of the methods we 
have described — fistulse so deep and extensive as to contraindicate all 
operative interference. And yet much may be done, even in the 
worst cases of this kind, and by proper treatment many may be cured. 
The first attempt of the surgeon, when the opening of the abscess is 
near the bowel in the perineum, should always be toward effecting a 
cure without cutting the tract into the bowel. External and compar- 
atively free incisions may be made, which shall not implicate the anus, 
and through them drainage-tubes may be passed into the abscess cav- 
ity so that it may be freely emptied. Through the drainage-tube 
stimulating injections may be made, and the abscess treated as an 
abscess elsewhere would be, by rest and attention to the general health. 
A cure may sometimes be effected in this way in a very unpromising 
case. 

Pelvic abscesses which have opened far away from the bowel, as in 
the loins or buttocks, must be treated on general surgical principles. 
I have cured one in a woman by following two tracts from their open- 
ings in either loin down into the pelvis under the sacrum and thor- 
oughly draining the pelvic abscess. Generally, however, these are 
due to septic inflammation of the annexa and must be treated by lapa- 
rotomy, the abscess being first attacked and the sinus being subse- 
quently induced to heal if possible. 

In fistula complicating stricture of the rectum, attention should 
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always first be turned to the latter ; for if this can be cured there is a 
prospect that the former may undergo spontaneous closure, and if the 
stricture be not relieved it will be of little avail to cut the fistula. Many 



Fig. 71.— Result of Operation for Incontinence. 

awkward mistakes have happened to good surgeons by failing to de- 
tect this complication of diseases. 

Fistula due to Disease of Pelvw Bones. — Of these interesting cases of 
fistulae, often far removed from the rectum, it has been my fortune to 
see and operate upon several. In one operated upon in connection 
with Dr. Bangs an old hip-joint disease had by perforating the acetab- 
ulum set up so much pelvic inflammation that both urethra and rec- 
tum were occluded. Dr. Bangs did a cystotomy, and I did a colos- 
tomy. The man was so much improved that he was subsequently sent 
to me for closure of the artificial anus, but his consent could not be 
gained. 

In another case sent me quite recently by Dr. Minor, of Chillicothe, 
Mo., the woman gave the following remarkable history: Age, forty; 
married; one child seventeen years old. The surgical history dated 
from the birth of this child, and began with an abscess soon after con- 
finement which opened in the median abdominal line and subsequently 
11 
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closed spontaneously. Three years later the woman had supposed ty- 
phoid, followed by an abscess in the pelvis which discharged sponta- 
neously into the gut high up. This opening closed spontaneously, 
only to be followed by another in the vagina which discharged for nine 
months and then closed, to be followed by another opening over the 
hip-joint. For this fistulous opening she underwent four operations, 
three for the fistula and one to remove a needle left in by another 
operator. Then the lower end of the sacrum with the coccyx was re- 
moved, but all was without benefit. For the last seven years there has 
been one opening into the rectum about an inch up, and one behind 
the anus between it and the remains of the sacrum, while the opening 
over the hip, which finally closed spontaneously, has remained closed. 

A probe passed into the fistulous tract behind the rectum reaches 
eight inches into the pelvis toward the left side, but exactly where 
cannot be determined ; and this track also communicates with the rec- 
tum at the point named, that is, about an inch from the anus. 

Conjoined pelvic examination per rectum revealed an old inflam- 
matory exudate in Douglas' pouch to the left of the uterus. 

The diagnosis was abscess in the left broad ligament, of seventeen 
years' duration, and for this I operated. The operation was begun 
with a posterior colpotomy by which I expected to reach pus, but 
failed. The mass on the left side contained no pus, nor could I get 
fairly through it or around it into the free peritoneal cavity on the 
left side. The incision was therefore drained and a median section 
made in front. By this it was evident that an old ovarian abscess had 
existed, but that there was no pus at this point at the present time. 
No trace of the left ovary could be found, and with considerable diffi- 
culty the broad ligament was released from the inflammatory mass, 
being broken off near its fimbriated extremity in the effort. The 
probe (a uterine sound) passed into the pelvis from the cutaneous ori- 
fice of the fistula evidently did not lead into this hard mass, and the 
abdominal incision was closed. 

Having failed to reach the source of the pus by these two routes, 
it was deliberately determined to follow the probe as a guide from the 
cutaneous orifice eight inches into the pelvis by Kraske's incision, and 
this was done. It soon became evident that the pus focus was at the 
promontory of the sacrum on its internal pelvic surface, and to this 
point I reached extraperitoneally, made a counter-opening on the 
skin at this point, gouged out all diseased bone, curetted the tract, 
and stuffed it with gauze. Subsequently an abscess was discovered 
in the left loin, and on its being opened much foul pus was evacuated. 
The finger passed from this new incision also reached tuberculous bone 
on the inner surface of the sacrum. 
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Whether the caries of the sacrum was due, as I suppose, to the 
original' disease in the broad ligament which lay just over it, can only 
be judged by the history. That such a course is possible is proved by 
another case which at one time came under my observation. 

Redo- Labial Fistula. — This form of disease is in most cases due to 
inflammation of one or both glands of Bartholin or their ducts, lead- 
ing to suppuration and the discharge of pus both on the labium and 
within the rectum (Fig. 72). It may also be a result of labor or of 
faulty repair of a lacerated perineum. There may be numerous exter- 



PiO. 72.— Vulvar Abscess. 

nal and internal openings, and operations unless done with skill may 
result in irreparable injury to the parts. 

In the case shown in Fig. 73 there were three distinct abscesses, 
one in each labium and one near the anus, unconnected with each 
other, and only one of which connected with the gut. In the case 
shown in Fig. 74 there was a labial opening on each side. The right 
tract had opened on the anterior wall of the rectum in two places, the 
left in one, and the right and left tracts communicated by a sub- 
mucous tract in the rectum. In such a case the division of both tracts 
would result in a complete double division of the whole perineum, as 
well as the external sphincter. 

The cute made at the primary operation are shown in Fig. 75. 

A probe was first passed through the tract on the right side, from 
the external opening down to the verge of the anus, its end cut down 
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upon and brought out through the skin of the perineum at the point 
B. From this point it was carried along the fistula to the internal 
opening on the same side, and this part of the tract divided with the 
sphincter. The director was then again passed from the opening D to 
the first cut, and the cross-tract divided. Finally all of the sub- 
mucous tracts were slit up, and the tract on the left side from its in- 
ternal opening as far as was possible without complete division of the 
sphincter at that point. Setons were then passed along what remained 
of the original tracts, and tied. The result was a perfect cure without 
incontinence. 

When these cases are seen early in the disease, in other words, 
when an abscess exists in the labium, but before perf oration has oc- 



Fig. 73.-Recto-Labial Fistulas. 

curred, free incision should be made on the inner surface of the labium 
as near the orifice of the duct as possible. Even this may not prevent 
a second collection of pus after apparent cure, which will require an- 
other incision ; and this history may be repeated several times before 
the abscess drains itself through a second opening into the rectum or 
on the skin. In all such cases the entire gland should be extirpated 
and the cavity made to heal from the bottom. 
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Recto- Vaginal Fistula. — Whether in any particular case an operation 
should be attempted for the cure of this condition will depend upon 
its nature and the process which has caused it. The loss of substance 
may be due to injury as in childbirth, or to perforation by a foreign 



Fig. 74.-Recto-Lablal Fistula. Fig. 75. -Incisions for Recto-Labial Fistula. 

body, in which case the opening will be surrounded by cicatricial tis- 
sue and will invite operation. It may be due to an abscess between 
rectum and vagina which is still discharging and which must be cured 
by appropriate treatment before any attempt is made to close the out- 
let for pus. In another class of cases it is due to existing ulceration, 
as in tuberculous disease, and any operation before the ulceration is 
entirely cured can only result in failure. 

The operations are difficult and liable to be unsuccessful. They 
may have to be repeated several times before the object is accom- 
plished. The two chief causes of failure to get primary union are 
tension upon the sutures and infection from the rectal aspect. Need- 
less to say every antiseptic precaution should be used before the oper- 
ation and during its performance. 

These fistuhe, when small, may be treated by cauterization. When 
larger, or when cauterization has been tried and failed, they are best 
sutured from the vaginal surface. The vaginal mucosa should be dis- 
sected off for a considerable space around the fistula, and the lining of 
the fistula itself should be thoroughly removed down to the rectal 
mucosa. The suture may be continuous, of fine chromicized gut, and 
should not perforate the rectum. In bad cases it may be necessary 
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to make free incisions into the septum to allow of approximation of 
the edges, or to stitch the anterior lip of the cervix to the lower mar- 
gin of the perforation, thus closing the communication between rectum 
and vagina, but turning the menstrual discharge into the rectum. 

The method by flap-splitting consists in passing one or two fingers 
into the rectum for a guide and support, and splitting the edges of the 
perforation all around with scalpel or fine-pointed scissors. The rec- 
tal and vaginal walls should be separated from each other for at least 
half an inch. 

Through the vagina unite first the rectal edges and then the vaginal 
edges. The sutures uniting the rectal edges will be buried in the 
recto- vaginal septum when the vaginal edges are sutured over them. 

The first sutures should be entirely in the rectal wall and should 
not pass into either the vaginal or the rectal canal. A small, full- 
curved Hagedorn needle, armed with fine, fully chromicized catgut, is 



Fig. 76.— Triangular Denudation for Cure of Recto- Vaginal Fistula. 

best for the purpose. The flap of vaginal mucosa is pulled aside and 
the needle is entered under it in the substance of the rectal wall, 
brought out at the edge of the fistula, entered again at the edge oppo- 
site and brought out one-third or one-half an inch from the edge as in 
a Lembert suture. 

After the rectal flaps have been united in this way, the vaginal 
flaps are united by a similar suture, and the first set of sutures is com- 
pletely buried. Fine gut should be used and buried knots cut as short 
as safety allows. 

The vagina should be lightly packed with iodoform gauze, and the 
urine drawn till the gauze has been removed after the first few days. 
The bowels should be moved on the third day by laxatives and enema, 
and the sphincter should be stretched at the time of operation. 

The general principle of this method of operating is shown in Fig. 
76, although there is no advantage in the triangular denudation ; the 
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essential point being to have it sufficiently free to give ample chance 
to get union by the approximation of vivified surfaces. 

The objection to the method, as to most others, is that a failure in 
the first attempt leaves less tissue to be taken advantage of in a second. 




Fig. 77.- Sanger's Operation by Splitting the Septum from the Vaginal Surface. 1. L, Burled suture 
of the rectal orifice of fistula ; 2, 2, deep vaginal suture ; 3, 3, superficial vaginal suture : 4, 4, support- 
ing rectal suture. 

Sanger's flap-splitting vaginal operation is as follows (Fig. 77) : A 
vertical incision 1.5 cm. long is made on the vaginal surface, the mid- 
dle of which corresponds to the fistula. Two small flaps of vaginal 
mucosa, one to right and the other to left each about 12 to 14 mm. in 




Tig. 78.— Sanger's Operation for Splitting the Perineum. The buried Lembert sutures In the rectal flap 
are shown in R. L. ; the superficial vaginal sutures in V. L. 

width, are next dissected free. The fistula, after retracting the flaps, 
is then seen in the centre of a vivified lozenge-shaped space. 

Three rows of sutures are then inserted : first buried sutures of fine 
silk after Lembert's method ; then two rows of vaginal sutures, one 
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deep, the other superficial. These sutures are then protected on the 
rectal side without any denudation, by a row of stitches designed sim- 
ply to form a fold of mucous membrane over the sutures. 



FIG. 79.— Fellzet's Operation. After splitting tbe perineum the bridge of tissue colored black is divided 

on a director. 

Another method of operating is to split the recto- vaginal septum 
horizontally up to the fistula from the perineum. 

This operation as performed by Sanger is shown in Fig. 78. The 
rectal opening is closed by buried Lembert sutures, the vagina by silk, 
and the operation is completed by a row of sutures as in ordinarv 
perineorrhaphy. 



FlO. 80.— Tbe orifice of tbe recto-perineal fistula is seen in the centre of tbe perineum. Tbe dotted lines 
indicate tbe track of tbe incision In tbe perineum and tbe excision of the fistula. 

F61izet, after splitting the perineum as in the last operation, passes 
a director into the fistula, which is by this means changed to a recto- 
perineal one, and divides all the tissue of the perineum comprised be- 
tween the rectal orifice and the skin. By this means, even in case of 
failure to unite, a recto-vaginal fistula is converted into a recto-peri- 
neal fistula, which is much less annoying (Fig. 79). 
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In Fig. 80 is represented a complicated fistula opening into the 
vagina, rectum, and perineum half-way between the anus and vulva. 
In other words, there is an anterior complete fistula in ano com- 
plicating a recto- vaginal fistula. The ingenious operation, which was 
successful without destroying the action of the muscles of the peri- 
neum, is described by Leguen. 

A tranverse incision was made across the perineum in front of the 
recto-perineal fistula, and prolonged on each side sufficiently to allow 
of splitting the perineum in two layers. From the middle of this in- 



Pio. 81.— The figure represents the perineum as in the preceding cut alter the incision of the super- 
ficial parts and laying open the recto-vaginal septum. Above is the orifice of the recto-vaginal fistula. 
Below is the loss of substance due to the excision of the recto-perineal fistula, as well as the rectal ori- 
fice of the recto-vaginal fistula. 

cision two others were made enclosing the perineal orifice and extend- 
ing down to the anus (see Fig. 80), including all the cicatricial tissue. 

The separation between the rectum and vagina is carried upward 
until a large wound is made limited by the vaginal wall above, the 
rectal wall below as shown in Fig. 81, where the vaginal orifice of the 
recto-vaginal fistula is seen above, and below the loss of substance 
caused by the excision of the recto-perineal fistula as well as the rectal 
orifice of the recto- vaginal fistula. 

The vaginal orifice is closed with fine catgut, as is also the loss of 
substance in the anterior wall of the rectum, care being taken to in- 
clude the divided ends of the sphincter ani muscle. 

The large wound is then closed by heavy catgut or silver wire 
sutures as shown in Fig. 82. 

This operation is a type of those which are most likely to prove 
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successful in all cases of recto-vesical, recto-vaginal, or recto-urethral 
fistula, which have in the past proved so intractable to ordinary plas- 
tic operations designed merely to close over one opening of the fistu- 
lous tract. 

Still another method is to split the recto- vaginal septum vertically 
from the perineum up to the fistula. In this way the resistance of a 
firm perineum to the careful denudation and suturing of the orifice is 
overcome. 

Should the operator fail to get primary union, however, by this 
plan, the patient's condition will be worse than before operation. 

Becto- Uterine Fistvla.— This form of communication is almost inva- 
riably the result of congenital malformation. A peri-uterine abscess 
will very seldom perforate the solid wall of the uterus, although an 



Fro. 82.— The disposition of tbe deep sutures to close the rectal and vaginal orifices, and toe superficial 
sutures to close tbe incisions in the perineum. 

abscess in the uterine substance, the result of septic inflammation as 
seen after confinement, may perforate the rectum. A collection of 
pus in the pelvis from this cause may, however, form a communication 
between the bowel and the uterine cavity ; but the part of the bowel 
affected is more apt to be the sigmoid than the rectum. More often 
when there is a communication between uterus and bowel it will be 
due to the destruction caused by a cancerous growth of the uterus, and 
will be inoperable. 

Intextino- Vaginal Fistula. — As in intestino- vesical fistula so here the 
communication may be either with the rectum, or with any part of 
the large or small intestine above the rectum. When the openiug is 
rectal it will, in the great majority of cases, be due to laceration in 
delivery, although wounds, ulcerations, and malignant disease all play 
a part in the etiology. When the opening is above the rectum, it may 
be due to cancer, to abscess following non-malignant stricture of the 
rectum, to direct wounding of the intestine in vaginal or abdominal 
cceliotomy, or to rupture of the vagina during labor, with protrusion 
and strangulation of a coil of intestine through the laceration. 

In these cases in which the fistula is above the rectum, after efforts 
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to secure closure by cauterization have been unsuccessful (they should 
only be tried in cases of small openings), the surgical procedure will 
at first depend upon the extent of the fistula. If it be small and the 
rectum beyond it be free, plastic work through the vagina may be 
successful. If, on the other hand, it be large and practically forms 
the end of the alimentary canal, as far as the passage of faeces is con- 
cerned, a laparotomy is indicated. With the abdomen opened, the 
gut may be dissected loose and closed ; the affected gut may be resected 
entirely and an anastomosis established ; or, if this prove impossible, a 
colostomy may be resorted to. Should it seem that an inguinal anus 
offers little advantage over a vaginal one, the intense vaginitis result- 
ing from these cases need only be called to mind. 

Urethro- Rectal Fistulce. — These are more generally caused by ab- 
scesses in the region of the deep urethra and prostate than by strict- 
ure. They may also be a sign of tuberculous or malignant disease, or 
of a calculus which has caused a perforation of the deep urethra, and 
they may be traumatic or congenital. 

The fistula, for purposes of treatment, may well be divided into 
three essential parts: the rectal opening; the urethral opening; and 
the tract connecting the two, which may be straight and short in ex- 
tent, or may be an abscess cavity of considerable size. In addition to 
the urethral and rectal openings there may be others in the perineum 
or indeed at a long distance, as in the buttocks or thighs, or even in 
the abdomen above Poupart's ligament. 

The diagnosis must be made between recto-urethral and recto- 
vesical fistula. Cystoscopic examination may show the vesical open- 
ing, but the diagnosis can be made usually by injecting milk into the 
bladder. Should the milk appear in the rectum without urination, it 
is proof of a free communication between bladder and rectum. Should 
it appear only after urination, it is proof of a urethral opening. 

Here again the removal of any obstruction to the flow of urine 
through the urethra is the first and most important step in the treat- 
ment. Next to tlr's comes the employment of regular catheterization 
to prevent the contact of urine with the fistula. This may be contin- 
uous or intermittent, but must be thorough. 

Should these means fail, the operation shown in Fig. 83 may be 
tried and will in some cases be successful. 

. With a scalpel an incision (AAA) is made around the fistula, 
extending entirely through the mucous membrane of the rectum, 
which is opened as widely as possible with a speculum. The flaps 
thus marked out are dissected loose from circumference toward the 
opening until the line BBB is reached, and must depend for their 
nourishment upon the space left between the line B and the edge of 



Digitized by 



Google 



172 SURGERY OF THE RECTUM. 

the fistula. The raw surfaces of the two flaps are then turned toward 
each other and the urethra, and sutured in this position with fine 
chromicized gut, which is buried in the substance of the flap so as not 
to appear on the urethral surface. A catheter should be tied into the 
bladder, and three times a day the bladder should be irrigated with 
boric-acid solution. The bowels should be moved on the third day. 

The operation at present most in favor is more scientific than this 
and holds out a better prospect of cure. It consists briefly in cutting 




Fig. 83.— Operation for Recto-Urethral Fistula. 

across the fistulous tract half-way between the urethral and rectal open- 
ings by a horizontal perineal incision, and then in closing each opening 
separately. 

The incision is transverse across the perineum midway between 
rectum and urethra, as in the operation for removal of the seminal 
vesicles (#. v.) A finger in the bowel and a sound in the urethra 
may be used as guides, if the operator desires. The main tract when 
reached is curetted, small secondary tracts are divided, and finally 
the two openings, one in the urethra and the other in the rectum, are 
sutured independently in such a way that in neither case shall the 
sutures enter the cavity of either urethra or rectum. Should there 
be no pus cavity between the rectum and urethra the external wound 
may also be sutured, but as a rule some drainage will be advisable, for 
even when the suturing has been unsuccessful a cure has resulted by 
leaving the incision open. This is the operation of Astley Cooper with 
the addition of the sutures. Dittel sutured the rectal opening and 
merely cauterized the urethral. 

Intestino- Vesical Fistula. — The majority of these cases will be found 
due to abscesses ; next in frequency come those caused by cancer, and 
finally those said to be due to simple ulceration. When the faeces 
pass from the rectum to the bladder an amount of local and constitu- 
tional disturbance will result which generally renders the condition a 
fatal one unless the communication be closed by surgical operation. 
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An effort should first of all be made to decide upon the point of in- 
testine involved — whether it be in the small or the large bowel. Digi- 
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Flo. 84.— Intestlno- Vesical Fistula and Colostomy. 



tfli examination per rectum may reveal a cancerous stricture, in which 
e* 86 it is fair to conclude that the opening is near the disease and 
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caused by it, either by direct extension of the malignant process, or as 
a result of secondary inflammation and abscess. 

The character of the faeces passed in the urine may also give valu- 
able information. If -food be passed undigested, an opening in the 
small bowel may be inferred. If, on the other hand, the faeces be well 
formed, it is probable that the communication is in either the sigmoid 
flexure or the rectum. The injection of milk into the rectum and its 
prompt appearance in the urine is the surest of all indications that the 
opening is near the rectum. Of 63 cases collected by Cripps, the com- 
munication was in the rectum in 25, in the colon in 15, and in the small 
intestine in 12. 

Treatment consists in perineal section for the drainage of the blad- 
der; in suprapubic cystotomy for drainage, and also for the possi- 
bility of closing the fistula from the vesical side ; and finally in coeliot- 
omy to discover the exact nature and location of the fistula. With 
the abdomen open, it may be possible to close the fistula by plastic 
work, and, failing in this, a colostomy is always indicated when the 
disease is in the large bowel and the artificial anus can be safely 
formed above. In cases of fistula between the rectal pouch and the 
bladder, an operation by means of Kraske's incision, with free pos- 
terior longitudinal division of the rectum, may hold out a prospect of 
success. These cases are fortunately rare, and in those of cancerous 
origin colostomy will afford all the relief possible. In colostomy for 
this purpose the gut should be cut completely across, and the distal 
end iuvaginated and dropped. No chances should be taken of the 
possibility of any faeces passing into the gut below the artificial anus 
(Fig. 84). 

In the two cases of this disease on which I have operated, the fis- 
tulae were due, in one to abscess following the division of a stricture, 
and in the other to an abscess complicating a cancer of the rectum. 

Redo- Intestinal Fistula. — A fistulous opening between the rectum 
and some portion of the large or small intestine is a pathological rar 
ity. In the reported cases it has resulted either from appendicitis or 
as a complication of rectal hernia (q. v.) caused by the sloughing of 
the intestine contained in an old prolapsus. 

The treatment must be on the same lines as marked out for vesico- 
intestinal fistulae. 
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CHAPTER IX 

HEMORRHOIDS. 

Although hemorrhoids may be defined in a general way as vari- 
cosities of the anal or rectal vessels, they present themselves under so 
many different forms and modifications that such a definition conveys 
but little idea of their characteristics. 

For convenience they may be divided into external and internal ; 
and these may always be distinguished from each other, though both 
may exist at the same time in the same patient. An external hemor- 
rhoid originates in the subcutaneous veins which surround the anus ; 
it is, therefore, entirely below the sphincter muscle, and though it 
may be partially covered by mucous membrane, it does not come from 
the rectum proper, nor can it be forced above the external sphincter 
muscle. An internal hemorrhoid originates, on the other hand, within 
the rectum, and may exist for a long time without appearing externally. 
When it does show itself outside of the anus, it is a result of straining, 
of increase in size, or of a lax condition of the sphincter ; and after long 
exposure outside the body it may become changed in character and 
appearance till the mucous membrane covering it takes on something 
of the character of integument ; but it may still, with proper manage- 
ment, be returned within the bowel, though it may not remain there 
for any length of time. 

The distinction between an external and an internal hemorrhoid is 
not a purely arbitrary one, the one being below and the other above 
the external sphincter. A different set of blood-vessels is implicated 
in each case. An external hemorrhoid is a varicosity of an external 
hemorrhoidal vein, and is, therefore, an affection of the general venous 
circulation. An internal hemorrhoid is a varicosity of the middle or 
internal hemorrhoidal veins, which are parts of the visceral venous 
system. A glance at the venous anatomy of the rectum and anus will 
show the arrangement of these two sets of veins, and will also explain 
how, from the free anastomosis which exists between them, it is im- 
probable that one should be affected without influencing the other to a 
greater or less extent. Other secondary differences, which may arise 
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from various causes, in the development, appearance, and characteris- 
tics of the tumors, will be considered later. 

External Hemorrhoids. — A person of middle age who has not at 
some time suffered from an external hemorrhoid is indeed a rarity, 
so common is this affection. It is perhaps useless to seek for the 
causes of a malady which is so universal, beyond a few which are well 
recognized and manifest. Among these are straining at stool, preg- 
nancy, affections of the internal organs which interfere with the return 



Fig. 85.— External Venous Hemorrhoid. 

of venous blood, and constipation. Outside of these cases where a 
manifest cause exists, external hemorrhoids will be found among all 
classes. Those who smoke and those who do not; the high liver and 
the abstemious ; the laborer and the professional man ; those who stand 
and those who sit, are all affected about equally. 

An external hemorrhoid may appear in two different forms, which 
bear little resemblance to each other. The first is a small, round, or 
elongated venous tumor (Fig. 85). 

This is simply an extravasation of venous blood into the delicate 
subcutaneous connective tissue of the anus. The patient, often while 
in perfect health, and without any appreciable cause, feels a sense of 
uneasiness at the anus. An examination made by himself shows a 
small, soft, painful lump, from the size of a pea to that of a grape, 
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which disappears on pressure, but immediately returns. This is ex- 
travasated venous blood from a previously weakened and dilated vein 
which has ruptured. After a few hours the tumor becomes harder 
and more painful, and, if near enough to the surface for the blood to 
show under the tense skin, it will appear as a bluish-black circum- 
scribed swelling. The discomfort caused by this condition is out of 
all proportion to its apparent magnitude. The patient generally tries 
to keep about, but can neither sit nor stand with any comfort. The 
pain is a sort of dull ache which it is very hard to bear, and to gain 
temporary relief efforts are generally made every little while to force 
the lump above the sphincter. The pressure often gives a moment's 
relief, but not more, for the tumor does not come from above the 
sphincter and cannot be made to stay there. 

When left to its own course, a bloody tumor of this variety may 
gradually decrease in size from the absorption of the fluid elements 
of the clot, the pain decreasing at the same time ; and after a week or 
ten days of discomfort it is changed into a cutaneous hemorrhoid. Or 
the opposite course may be taken, and the tumor may show all the 
signs of an abscess and finally rupture spontaneously with the dis- 
charge of a little blood and pus, and with an instantaneous ending to 
a week of suffering. 

There are two ways of treating such a tumor. The first, and best, 
is to lay it freely open and turn out the clot from its bed. 

If the surgeon undertake this method of treatment, there are one 
or two hints which may be of value. The incision itself is painful, and 
should therefore be done with a sharp-pointed, delicate, curved bis- 
toury, and it should be done instantaneously. Again, care should be 
exercised to empty the clot entirely out of its bed, otherwise a small 
wound remains which will not readily heal, because the sac is pre 
vented from contracting, and the patient is obliged to wear a bandage, 
perhaps for a week or longer, to keep from soiling the linen with a 
sanious discharge. Under such circumstances, also, the pain is but 
little relieved by the operation. Again, I have in a few cases seen the 
incision heal by primary intention and the sac again fill with blood, 
thus leaving the patient in the same condition, as regards suffering, as 
before operation. This is best avoided by placing a shred of lint in 
the cut These, however, are untoward accidents which may attend 
an insignificant operation which usually gives relief to suffering, and 
allows the tumor to shrivel up and disappear except for a small tag of 
skin which may remain and form an external pile of the second 
variety. 

This operation is so trivial and the relief so immediate that it is 
generally safe to perform it without any previous explanation to the 
12 
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sufferer ; but should it not be permitted, another plan must be fol- 
lowed. A cathartic containing podophyllin (pil. podophyllin co.) 
should be given at once to secure two or three free actions of the bow- 
els, the patient put upon his back on the bed or sofa, and a rubber ice 
bag filled with finely powdered ice placed against the part and kept 
there till the pain subsides. Cold usually gives great and immediate 
relief ; but should it not, a poultice may be substituted. Under this 
plan of treatment the patient will probably be relieved in two or three 



Pig. 86. -External Hemorrhoid After Injection of the Vein. 

days, so as to be able to get around with comfort, provided the clot is 
to be absorbed. In some cases, however, suppuration will occur, and 
in about a week from the time the swelling first appeared it will open 
spontaneously and discharge a few drops of pus. As soon as it be- 
comes evident that this is to be the course of events, poultices should 
be applied and continued. 

This form of hemorrhoid is comparatively trivial, but the suffering 
is often increased by improper attempts at treatment. Instead of 
being freely cut, they are often punctured with a needle by the pa- 
tient. The result is the escape of a few drops of bloody serum, relief 
for an hour or more, and then renewed suffering from the bruising 
and squeezing which usually attend this attempt at surgery. I have 
seen them leeched by physicians, with the result of starting a slight 
bleeding which continued for several days, without, however, giving 
any relief. They are not infrequently injected with carbolic acid by 
those who have heard of this method of treating hemorrhoids, and the 
result is most unsatisfactory, for the pain is great and suppuration 
almost certain. 

Those who have once been troubled with this form of hemorrhoids 
are very liable to repeated attacks. The veins are delicate and feebly 
supported, and a little unusual strain upon them is sufficient to pro- 
duce an extravasation. The preventive treatment of this, and in fact 
of all other varieties, consists in the maintenance of as perfect a state 
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of the general health as possible, perfect regularity in the action of 
the bowels without straining, and the daily use of cold-water ablutions 
to the parts. Tobacco and alcohol must both be used in moderation, 
if at all ; over-eating must be avoided ; and if a careful regulation of 
the diet will not suffice to produce a regular, daily, natural action of 
the bowels, a slight laxative must be taken daily. One who is in the 
habit of having a passage each morning may easily bring on an acute 
"attack of piles" in a few hours by going to business without taking 
time to attend to this function. 

In another form of external hemorrhoid the vascular element is 
insignificant as compared with the great increase in connective tissue 
which occurs. This tumor seems at first sight to be only skin and 
connective tissue, and is often improperly spoken of as a condyloma, 
though we shall reserve that term for an entirely different condition. 



Fig. 87.— External Cutaneous Hemorrhoids. 

Such a tumor may result directly from the other variety, or it may 
gradually form as the result of the irritation of more serious disease 
within the rectum ; under the latter circumstances being generally due 
to contact of the skin with irritating discharges. When the first 
variety has undergone acute inflammation, a tumor of this kind is the 
natural result ; for resolution is almost never complete. The venous 
tumor becomes harder and larger, the skin over it firmer, it loses its 
vascular character and becomes a connective-tissue tag such as is 
shown in Fig. 87. 

These connective-tissue growths may be single or multiple, and 
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vary in size from a pea to a tumor the size of the thumb. The anus 
may be so completely hidden among them as scarcely to be discernible. 
They may be pendulous or attached by a broad base partially encir- 
cling the anus. They are often excoriated on the mucous aspect, and 
thus give rise to an annoying and offensive discharge. At the base of 
one of them a fissure will often be found, and it has sometimes seemed 
evident to me that the latter was directly due to the violence resulting 
from the weight and dragging of the former. 

The origin of these tumors should be well understood. When 
found at the anus in connection with a stricture of the rectum, they 
have been supposed to indicate syphilis as the cause of the stricture. 
I have no faith in such a theory. To me they indicate nothing but a 
continued irritation of the skin of the anus. They are, according to 
my experience, as frequent in cancerous as in non -malignant stricture, 
and often as well developed when there is no serious rectal disease. 



FIG. 88.— External Hemorrhoid with Increase of Connective Tlss 

It is safe to say that the surgeon will seldom be consulted for these 
tumors alone when they are quiescent — that is, when they are not 
acutely inflamed and therefore cause no pain. But they are liable to 
become inflamed on very slight provocation. The same causes which 
will produce the last variety will cause acute inflammation and sup- 
puration in this. Then the patient presents himself with much the 
same symptoms as in the last case, except that the pain has been more 
protracted, because the patient is more accustomed to the annoyance 
of the tumors and is slower to seek relief. An examination will reveal 
a hard, tender, somewhat (Edematous mass of tissue just at the verge 
of the anus. Its attached base may surround nearly one-third of the 
anus and may be fully half an inch thick. It cannot be forced above 
the sphincter, or, at least, cannot be made to remain there. There 
may be two or three of these tumors. The outer surface is composed 
of skin, and the inner is smooth and shining, being composed in part 
of finer skin and in part of the mucous membrane in which the skin 
ends at the anus. It is plainly a connective-tissue tumor, having its 
attachment outside of the rectum, and not one composed of blood- 
vessels covered by the mucous membrane of the i*ectum. 
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It is necessary to be thus particular in the description of this form 
of hemorrhoid because of the painful errors often seen in its treat- 
ment. It is not a vascular tumor, and therefore the leeching and 
scarifications often resorted to never give any relief, while the force 
used at attempted reductions invariably makes matters worse. If al- 
lowed to take its own course it will seldom suppurate, but will gradu- 
ally subside, and in a couple of weeks the pain will, in great measure, 
have disappeared, the tumor always, however, remaining somewhat 
larger than before the attack. 

The treatment of this variety is essentially the same as in the last, 
although the cutting to be done is more considerable. It is particu- 
larly in this class of cases that cocaine may be used to the best advan- 
tage. If the base of the tumor be small, five drops of a four-percent 
solution should be injected into it, and when it is no longer sensitive 
it may be seized with forceps and snipped off with strong scissors. 
There will be some bleeding, but generally only a little, and styptic 
cotton, with a compress and bandage, left on for a quarter of an hour 
will stop it. No after-dressing will then be necessary except cold 
water, or possibly a poultice to relieve pain. If the tumor be small, 
the patient will generally be free from pain and able to attend to his 
business on the following day. If it be larger it is better to keep him 
in bed for several days, with cold compresses or poultices to the 
wounds. 

These operations are best performed when the tumors are quies- 
cent and not acutely inflamed, as the pain will then be much less and 
the recovery much more speedy. But, unfortunately for the patient, 
he seldom wants anything done till he has had a good deal of suffer- 
ing, and the doctor is seldom consulted except during an attack of 
inflammation. Under such circumstances nothing is gained by wait- 
ing for the attack to subside, although the operator must allow for the 
infiltrated condition of the parts, and not remove enough skin to cause 
subsequent stricture. 

Supposing now that the patient declines operation, the case must 
be treated as follows: Absolute rest in bed, laxatives daily to keep the 
bowels free, an ointment of equal parts of extract of opium and ex- 
tract of belladonna, with sufficient vaselin to render it soft, kept con- 
stantly and freely smeared over the parts, and hot poultices constantly 
applied. By this means the inflammation will gradually subside, and 
in an ordinary case the patient will be around in a week or ten days. 
There is nothing else to be done. Attempts at reduction always do 
harm and can by no possibility do good, and the same applies to 
leeching, scarification, and incision. Should suppuration occur the 
result will very likely be a subcutaneous fistula. 
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Internal He)norrhoid8. — In describing these tumors it is only neces- 
sary to make two classes, the capillary and the venous. The capillary 
hemorrhoid is in reality an erectile tumor, composed of the terminal 
branches of the arteries and veins, and of the capillaries which join 
them. This form of tumor is never of large size, and never projects 
far into the cavity of the rectum. To the naked eye and under the 
microscope it strongly resembles an arterial naevus. It may be situ- 
ated high up in the rectum or low down by the sphincter ; its sur- 
face is granular, and the membrane covering it is always of extreme 
thinness. This accounts for the chief symptom which distinguishes 
it clinically from the other varieties — the free hemorrhage which 
follows the slightest bruising of its surface, even in the act of defe- 
cation. Such a tumor never appears outside of the anus unless ac- 
companied by some other rectal affection, but it may sometimes be 
seen by a careful pulling open of the sphincter with the fingers, and 
from some part of its strawberry-like surface there is pretty sure to 
be a jet of blood, coming per saltum. This is the form of hemorrhoid 
to which the name of "bleeding " most properly applies. In my own 
experience it is not so frequently met with as the varieties to be de- 
scribed later ; and this probably for the reason that, after existing for 
a longer or shorter period in this form, it is changed into one of the 
others, and that patients do not seek relief till after such change has 
occurred. After a time the mucous membrane covering such a tumor 
becomes thickened, and as a result of repeated irritation there is an 
increase in the submucous tissue. The hemorrhage decreases in fre- 
quency, and finally ceases as the capillaries become obliterated by the 
increase in the connective tissue, and the capillary tumor is succeeded 
by the venous one. 

The one symptom of a capillary hemorrhoid is the daily hemor- 
rhage ; and as this hemorrhage occurs at the time of defecation, and 
there is no pain at any time, the patient may be entirely ignorant of 
the fact that blood is daily lost. This is particularly the case with 
the class of patients seen in public practice who give little attention to 
themselves. In the higher walks of life such a loss of blood seldom 
occurs without the knowledge of the patient ; but unfortunately it is 
often disregarded, especially in women, who are in the habit of losing 
blood at every menstrual turn, and who always shrink from an exam- 
ination. 

It is not necessary to relate in detail the train of constitutional 
symptoms which may follow the daily loss of a considerable quantity 
of blood. The anaemic look, the disturbance of the heart's action, the 
troubles with the digestive apparatus and with the sexual organs, the 
cessation of menstruation, are all well known. 
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This is the only form of hemorrhoid in which applications of nitric 
acid will be likely to result in permanent cure, and in this it works so 
well that it is hardly worth while to try other things. If the applica- 
tion be made thoroughly to the whole surface, a single one will be all 
that is necessary, in most cases, entirely to cure the disease. 

The only other cases in which I use nitric acid are those of well- 
marked internal hemorrhoids which bleed freely at stool when pro- 
truded, and in which for any reason — such, for example, as pregnancy 
— it is inadvisable to attempt a radical cure. By touching the surface 
of these tumors with strong acid the bleeding may cease entirely for a 
considerable time, and the tumors may even diminish in size. 

The Venoms Hemorrhoid. — In this form of tumor the capillary net- 
work has disappeared, and in its place is found a mass of freely anas- 
tomosing veins bound together by connective tissue. The veins are 
tortuous, often varicose and dilated into sacs and pouches ; and there 
may be one or more arteries of large size, the pulsations of which 
may often be distinctly felt by the finger. Such a tumor is often of 
considerable size. They are firm to the touch and smooth ; liable to 
inflammation, erosion, hemorrhage, and prolapse. The hemorrhage 
which occurs is arterial in character and apt to be abundant. 

Symptoms. — The two main signs of internal hemorrhoids are pro- 
trusion and bleeding ; but there are many symptoms less diagnostic 
than these, but of fully equal importance. For example, there is a 
peculiar train of nervous effects which is quite characteristic of the 
disease, and which may be well marked before either bleeding or pro- 
trusion has appeared. These are, a feeling of discomfort in the rec- 
tum, and a sensation that it has not been thoroughly emptied after 
stool, which induces the patient to sit and strain for a long time ; diffi- 
culty in micturition ; diminished sexual power and desire ; pain in the 
genitals, loins, and thighs ; and formication in the lower extremities. 
A very marked case of this last symptom was sent to me by Dr. 
Spitzka. The patient was himself a very intelligent physician, who 
had consulted Dr. Spitzka for supposed incipient locomotor ataxia ; 
but no disease of the spine being found, he was referred to me for 
rectal examination, under the suspicion that a disease of this part 
might account for the condition. Such was found to be the fact, there 
being well-marked hemorrhoidal trouble which had never manifested 
itself in any direct way, except by a slight uneasiness after defecation, 
and the cure of which put an end to the reflex symptoms. 

Pain in the rectum of a sharp, lancinating character may be pres- 
ent as an early symptom, but it is not generally complained of until 
the tumor begins to descend within the grasp of the sphincter and ap- 
pears at the anus at each act of defecation. If the sphincter be firm 
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and strong, it is then apt to be severe and the tumor may become 
strangulated ; but after the disease has existed for any length of time, 
and especially in persons past middle life, there is apt to be a loss of 
power in the muscle which, though it facilitates prolapse, decreases 
the pain attendant upon it. 

The study of rectal reflexes is a very interesting one. In connec- 
tion with hemorrhoids I have seen some remarkable nervous phenom- 
ena. I had a patient, a muscular young man, who was nearly over- 
come at each act of defecation by faintness. There was no pain, his 
piles were of moderate size and easily reducible, but every time they 
came down he very nearly lost consciousness. 

Another symptom of rectal disease which I have never been able 
to understand is what I have often termed proctophobia — the sense of 
impending evil which is so common in rectal troubles. There is 
hardly any variety of pain or of functional nervous disease that may 
not be cured by the simple removal of hemorrhoids, and this applies 
as often to men as to women. 

It will occasionally happen that internal hemorrhoids, though fully 
developed and of many years' standing, have never been known by 
the patient to cause any loss of blood, though such a case is very rare. 

In ordinary cases the patient will reduce the tumors when they 
come down on defecation. They may, however, become strangulated 
and be entirely beyond the patient's power of manipulation. In such 
a case, after a period of rest, and after the relief which may follow 
a spontaneous escape of blood from the overdistended vessels, the 
hemorrhoids may return of themselves or be put back by the patient. 

If the strangulation be more intense, gangrene may set in and a 
part of the mass may slough, or a part may suppurate and pus be dis- 
charged. Under these circumstances there will be great pain and 
more or less constitutional disturbance, with fever and loss of appe 
tite. The gangrene is very evident to the eye from the greenish or 
blackish color and fetid odor of the part, and is rather a favorable 
termination of the trouble, as it generally results in a radical cure. 

Diagnosis. — It is not always an easy matter to discover an internal 
hemorrhoid, even though it be far enough advanced to cause hemor- 
rhage or more or less uneasiness. When it has become hard it may 
be detected by the accustomed finger in a simple digital examination, 
but when soft and not overdistended it may escape detection. An 
examination should be made directly after the rectum has been emptied 
by an enema of warm water, when the water and the straining have 
brought it into prominence, and should be made with a speculum when 
there is any doubt. Under these circumstances it may generally be 
brought into view. 



Digitized by 



Google 



HEMORRHOIDS. 185 

Hemorrhoids in Children. — The existence of hemorrhoids in children 
has been denied by excellent observers of large experience. Gosselin 
does not admit the internal variety, and says plainly that he will be- 
lieve in external hemorrhoids in children when he has seen them, or 
when a good observer, after a thorough examination, will say he has 
seen them. It may be safely stated that internal hemorrhoids in 
young children are exceeding rare. Of the external variety I have 
seen one perfectly clear case in a child of three years. The tumor 
was of the external venous variety, contained a large, dilated venous 
pouch in which the black blood could be distinctly seen, and was 
about the size of an ordinary grape. It was caused by the straining 
to urinate, due to a congenital phimosis, and disappeared spontane- 
ously with the removal of the cause. My case-book also shows one 
case of well-marked, prolapsing, internal hemorrhoids, operated upon 
with clamp and cautery, in a child at>out three years old, but this 
must be exceeding rare, and is the only one I have ever seen. 

Treatment. — Bef ore recommending anything in the way of a surgi- 
cal operation, the surgeon must consider whether the case before him 
is one in which such a procedure is justifiable ; and this brings us to 
the consideration of what have been called symptomatic hemorrhoids, 
as distinguished from those which are apparently idiopathic. 

Internal hemorrhoids may be symptomatic of disease in a number 
of the viscera. They are often in men secondary to disease of the 
bladder, to enlarged prostate, or to stricture of the urethra, and in 
these cases in which it is possible to remove the cause it must always be 
done. If hemorrhoids are dependent upon a calculus or a stricture of 
the urethra, they will probably disappear when these affections are 
cured. 

In women hemorrhoids often depend upon disease of the pelvic 
organs, and in every female patient this dependence should be care- 
fully inquired into, and if found, removed. It may seem strange to 
say that I have cured hemorrhoids by an abdominal hysterectomy for 
fibroid of the uterus that were curable in no other way. It occasion- 
ally happens that a pregnant woman will suffer so severely from this 
complication as to demand surgical aid. Though it is better not to 
operate until some weeks after delivery, except in a case in which the 
hemorrhage or the pain renders it unavoidable, still pregnancy is not 
an absolute barrier to surgical interference in this more than in many 
other affections, though the liability of producing miscarriage should 
be well considered. 

Hemorrhoids may also be symptomatic of disease of the liver, kid- 
ney, heart, or lungs. There are few liver affections which need pre- 
vent operative interference in a bad case, but such interference should 
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be preceded by general treatment pointing toward relief of the hepatic 
circulation. An excess of alcohol in the daily diet should be stopped, 
and a blue pill may be given with advantage every other day for a 
week before the operation. Affections of the lungs, except in a very 
advanced stage, need not prevent an operation. 

Some patients will deliberately choose a course of palliative treat- 
ment, even knowing that it is not curative, rather than be cured by 
surgical means. For such the practitioner must be prepared to fur- 
nish what relief he can, and this is often very great. 

It is sometimes necessary to treat a patient with internal hemor- 
rhoids for the complication of strangulation when he is unwilling to 
submit to anything looking toward radical cure. His piles, owing to 
some accident, some nervous strain or irregularity in living, are down, 
have been down a day or two, and no manipulation on his part will 
put them back. Examination shows them to be exquisitely sensitive, 
engorged, and possibly even gangrenous, and the sphincter grasps them 
with a power which cannot be overcome. This extremity may be the 
doctor's opportunity, and many a patient is willing to be radically 
cured, after forty-eight hours of such suffering, who has always been 
too timid before. Under such circumstances nothing is to be feared 
from an operation, and nothing to be gained by delay. The patient 
should be etherized and the tumors removed. The cure will be as 
rapid as under ordinary circumstances. Should, however, the patient 
still object to radical treatment, the following is the best course of 
procedure : Place her on her left side, smear the whole mass and the 
right hand freely with olive oil, cover the tumors completely with the 
fingers, and make gentle and firm pressure on the whole mass at once 
till a part of it slips up the bowel. If a single tumor will give place 
the others will soon follow. 

This is not a matter of half an hour, but of one minute. If it does 
not succeed at the first attempt it probably will not at all ; and the 
next step is to give ether to the point of primary anaesthesia and forci- 
bly reduce the mass. With ether internal hemorrhoids can always be 
reduced when strangulated by a tight sphincter. Should the patient 
object to this, there is nothing to do but leave her in bed with ice to 
the parts and the ointment of opium and belladonna freely applied. 
The tumors may slough at one or two points even without the ice, and 
the ice must not be pushed too far on this account; but sloughing 
under these circumstances is one of nature's means toward a partial 
cure. Generally after a couple of days' rest in bed the patient will be 
able to reduce the tumors for herself. 

Though it is difficult to conceive of a case of hemorrhoids that 
cannot and ought not to be cured, when the patient is in any condi- 
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tion to bear treatment, there are some which can be cured only after 
prolonged preparatory treatment, and these are generally in women. 
The doctor who does much rectal practice becomes of necessity very 
familiar with many of the diseases of women. He will not be long in 
practice before he encounters the following combination: A lady 
comes to him with hemorrhoids, upon which he operates, with per- 
haps the usual good result, though possibly only obtained after rather 
a slow and painful recovery. In the course of a few months the pa- 
tient returns with much the same symptoms, though the hemorrhoids 
have been cured. Another examination is made, and the patient is 
found to have an enlarged uterus with a lacerated cervix, a ruptured 
or greatly relaxed perineum, and a proctocele, or perhaps a uterine 
fibroid, all of which should have been cured before the operation for 
hemorrhoids was attempted. 

Of all the time-honored operative procedures known to the profes- 
sion for the cure of hemorrhoids, it is but a waste of time to discuss at 
the present day more than a few. The first of these is the ligature. 

The principle of this method is to dissect the hemorrhoidal tumor 
away from its attachments for a certain extent, and then to surround 
the remainder of the base with a ligature, and cut away the tumor. 
The advantage of this method is that the ligature is not placed around 
the skin at the margin of the anus, for this is divided with the scissors 
before it is applied, and the ligature lies in the groove thus made, and 
by this means much pain is avoided and much time is saved in the 
treatment 

Eegarding the details of the operation but little need be said. The 
tumor to be tied is seized with strong forceps and drawn down, the 
patient having been etherized and the sphincter previously dilated. 

With strong scissors the lower attachments of the tumor all around, 
and especially the point of junction of the mucous membrane with the 
skin, are divided ; the ligature, which encircles what remains, is tied 
as tightly as possible, both ends are cut off short, and the greater part 
of the tumor below the ligature is also cut off, only sufficient being 
left to form a good and safe stump for the ligature to hold. The 
patient is prepared for the operation by the previous administration 
of a purgative, and the bowels are confined for a week or so after its 
performance, and then relieved by a cathartic. 

This, in brief, is the operation with the ligature, and it is an ex- 
ceedingly good one. I began my own practice by always performing 
it, and, did I not believe that something else was better, should per- 
form it still. It is as safe as any operation can well be, and when 
properly done it cannot fail to cure ; and perfect safety and surety 
are two great points to be gained in any operation. 
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But a considerable experience with this operation led me after a 
time to begin the search for something just as safe and just as sure, 
without some of the objections which any large number of cases will 
be sure to show pertain to this method. 

The first objection which developed itself in my own practice was 
the great pain which the patient often suffered for the first week or 



Fig. 89.— Operation by Ligature. 

ten days. It is distinctly claimed by the advocates of this operation 
that after the patient has recovered from the ether there is often no 
pain. I can only say that though this is sometimes the case, it is by 
no means the rule in my own practice or that of other American sur- 
geons. My explanation of the pain I have often seen is that perhaps 
we in America do not carry the dissection as far up as it may be done, 
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rather encircling the whole mass, except the skin, in the ligature, than 
dissecting it off; and that consequently a cutaneous nerve is com- 
pressed by the ligature ; but no matter what the explanation, the fact 
remains that, Having followed this method in every particular, I have 
more than once been forced to keep the patient constantly under the 
influence of morphine till the ligature came away, and I know that 
many others have had a similar experience. 

A second objection is the frequent necessity for the passage of the 
catheter for several days after the operation. 

A third is the amount of blood lost during the operation, and the 



Pig. 9a— Internal Hemorrhoids, Showing Line of Junction of the Skin and Mucous Membrane. 

frequent necessity for leaving a considerable wad of lint in the rectum 
on account of the oozing, which causes great subsequent suffering and 
is only removable after three or four days, and then with considerable 
pain. 

A fourth is the length of time required by my patients before they 
are able to resume active business. 

It will be seen that none of these objections were of vital impor- 
tance. The patients still recovered and were radically cured, and in 
the end were satisfied in spite of these difficulties ; but still there seemed 
to me an opportunity for a more satisfactory operation. 

Treatment by Injections. — As far as my own influence has gone, I 
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have done what I could to take this method of treatment from the 
hands of the quacks and place it upon a recognized basis. The fact 
that after using it for some time and being much pleased with it, I 
had a succession of bad and troublesome cases treated by this means, 
and that these cases have led me practically to abandon the method, 
in no way invalidates the reports of my own carefully observed cases 
published in 1885. In writing now I shall use less glowing terms than 
I did then. It is still, to my mind, a legitimate way of treating some 
cases, having in certain points exceptional advantages over all others, 
but liable to be followed by very disagreeable consequences. I say 
this so plainly in the beginning because I have so frequently been ac- 
cused of having first advocated the practice and subsequently aban- 
doned it, which is perfectly true. It is now at a point where every 
practitioner may try it for himself and come to his own conclusion 
regarding its value. All that can be said of my own practice is that 
while for a year or more I used it almost exclusively and was much 
pleased with its results, a succession of bad cases has led me decidedly 
to modify my views of its value and universal applicability, and to 
seek for methods attended by less risk. 

The following rules should be observed in practising this method: 

The solutions of carbolic acid should be in pure water with suffi- 
cient glycerin added to make a perfectly clear and colorless mixture. 

The glycerin and carbolic acid should both be perfectly pure, and 
as soon as the solution begins to turn yellowish it must be discarded. 

The needles should be fine and sharp, and the syringe in perfect 
working order — one with side handles is preferable — and before using 
the syringe each time it should be sterilized. 

Before making an application give an enema of hot water, and let 
the patient strain the tumors as much into view as possible. Then 
select the largest and deposit five drops of the solution as near the 
centre of the tumor as possible, taking care not to go so deep as to 
perforate the wall of the rectum and inject the surrounding cellular 
tissue. The needle should be entered at the most prominent point of 
the tumor. If the hemorrhoid does not protrude from the anus, a 
tenaculum may be used to draw it into view. After the injection has 
been made the parts should be replaced and the patient kept under 
observation for a few minutes to see that there is no unusual pain. 
The injection will cause some immediate smarting if it is made near 
the verge of the anus ; if made above the external sphincter, the pa- 
tient may not feel the puncture or the injection for several minutes, 
when a sense of pressure and smarting will be appreciated. In some 
cases no pain will be felt for half an hour, but then there will be con- 
siderable soreness, subsiding after a few hours. If it increases instead 
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of disappearing, and if on the following day there is considerable suf- 
fering, which may not perhaps be sufficient to keep the patient on his 
back, but is still enough to make him decidedly uncomfortable, it is a 
pretty good indication that a slough is about to form. For the reason 
that it is impossible to tell absolutely what the effect of an injection is 
to be until at least twenty-four hours have passed, it is better to make 
but one at a visit and to wait till the full effect of each one is seen 
before making another. If on the second day there is no pain or 
soreness, another tumor may be attacked ; and this will often be the case. 

The objections to this procedure may be enumerated in the follow- 
ing order : pain, ulceration, marginal abscess, fistula, the impossibility 
of giving any definite prognosis as to the length of time necessary to 
effect a cure, or the amount of suffering the treatment will entail, and 
the fact that the treatment does not result in a radical cure, but that 
the tumors reappear generally after two or three years. 

There is still one point about which there should be no misunder- 
standing. From all the information attainable, I believe that my ex- 
perience with this method is about that of the irregular practitioners 
who thrive by it, and that the proportion of cures, without any pain 
or bad symptoms, obtained by them is practically the same as my own. 
I have certainly tried all of the solutions ordinarily used by them, and 
some besides. The tincture of iron and the fluid extract of ergot are 
two from which I hoped for better results, but neither seemed to pos- 
sess any advantages. 

I believe I have now fairly stated the advantages and disadvan- 
tages of this plan of operating upon hemorrhoids, and have put, as 
far as my own experience enables me, each reader in position to choose 
for himself whether he will use it or not, except in one particular. 
Most of the patients I had supposed cured by this method, and upon 
whose cases I based my former favorable report, have since returned 
to be again cured by some more lasting method. The relief afforded 
by this means seems to last about two years, and I find none of my 
patients are willing to submit to it a second time. 

The question, in fact, narrows itself down to this: On the one 
hand we have a method of treatment which is safe, certain, and prac- 
tically painless, but which involves the administration of ether, the 
performance of what the patient dreads, a surgical operation, and a 
certain confinement to the house for a few days. On the other hand, 
we have a method which avoids the ether, the surgical operation, and 
perhaps the confinement to the house, but which, in fact, involves a 
more serious operation than the other, only more quickly performed ; 
and which is neither radical nor certain in its results, and always 
liable to be followed by serious complications. 
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As regards the comparative suffering caused by the two operations, 
the clamp or the ligature, as compared with the injections, it may be 
taken for a fact that any considerable number of cases will show 
greater pain spread over a longer time with the latter than with the 
former ; and all the patient actually gains in the most favorable case 
is the avoidance of a safe operation which he fears, while he submits 
to an uncertain one which he does not fear because of his ignorance. 

Should the surgeon decide to employ this method, the following 
points may not be useless : Use the weaker solutions in preference to 
the stronger. Never use it in any of the forms of external tumors. 
In cases of large, prolapsing, and long-standing disease, expect pain 
and perhaps marginal abscesses. Be very cautious in prognosis as to 
the time the treatment will require and the amount of pain it will 
cause. In fact, it will generally be safer to acknowledge the uncer- 
tainty as to these two important points of the operation. Be prepared 
for serious complications in the way of suffering, deep abscess, lymph- 
angitis, and resulting fistula. 

The Clamp and Cautery. — The operation with the clamp is generally 
known as that of Mr. Henry Smith, of London, and to him it owes its 
general introduction and acceptance by the profession, though he 
claims no originality in the method itself, but only in some of its 
details. 

The essential idea of this operation is to seize the part to be re- 
moved, apply the clamp to its base as a temporary hemostatic, cut it 
off with scissors, and cauterize the stump. The clamp acts merely as 
a temporary ligature to prevent bleeding during the operation, and 
the cautery is to prevent bleeding after the clamp has been removed. 




Fig. 91.— Author's Clamp. 



The instruments which are indispensable are therefore four in number 
— a double tenaculum forceps to seize the pile, the clamp shown in 
Fig. 91, scissors, and the cautery. 

The clamp is a modification of Mr. Smith's, which I have had 
made for my own convenience, and the difference can be seen at a 
glance. Mr. Smith's instrument (Fig. 92) is armed with ivory 
shields to prevent the possible effects of radiated heat; it has scissors 
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handles, and the edges of the blades are smooth. In my own there 
are no shields, and the handles are much larger. I was led to abandon 
the ivory shields because I found them practically unnecessary and 
because they made the instrument more cumbersome. The handles 
were modified to give increased power and to avoid the general use of 
the screw for closing the blades. The edges were at first serrated to 




Fig. 92.— Smith's Clamp. 



add to the crushing force, but experience has convinced me that even 
with this amount of power the clamp is incapable of crushing the 
tissues to any extent, and I have discarded the serration for antiseptic 
reasons and because no crushing force is desirable. I have placed it 
on a tumor, screwed it up to its greatest possible power, and left it in 
this condition for fifteen minutes. While it was in position the hem- 
orrhoid became cold and livid, but when the pressure was removed 
the vessels immediately filled up and the circulation was restored. It 
is for this reason that I say the clamp acts merely as a provisional 
ligature during the operation. In fact, no force capable of crushing 
the tissues to the point of causing the occlusion of the vessels and the 
death of the parts can be exercised without much greater mechanical 
power than this clamp possesses. There can be no bleeding while the 
clamp is in position if the handles are firmly closed with one hand ; 
but unless the cut surface has been thoroughly cauterized, there will 
be immediate bleeding on its removal. The advantage of the form of 
handle shown in my instrument over that of Mr. Smith is that an ade- 
quate pressure can be kept up for any length of time without the in- 
tervention of the screw, and by this fact the length of time consumed 
in operating is much diminished. 

The cautery is the most important of all the instruments, being the 
most delicate. 

Very little preparation for this operation will be found necessary 
in a healthy patient. When one in good health tells me his bowels 
are acting regularly I have about abandoned the time-honored custom 
of deranging their action with a purgative just previous to this opera- 
tion ; and if they have moved on the morning of the operation, all 
13 
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that is necessary is a simple enema of warm water an hour before the 
operation begins. If given an hour before, it will generally all be 
passed before the arrival of the surgeon. If given after the arrival of 
the operator he stands a good chance of receiving a large portion of it 
in his lap and on his towels the moment he dilates the sphincter. 

The operation is performed in the following manner: 

As a rule the patient is etherized, in order to permit a free dilata- 
tion of the sphincters. The tumors are next seized and removed one 
by one. No speculum is necessary for this, but if one be used the 
large Sims rectal speculum is the best. The tumor is seized with the 
forceps and held out of the anus, while the base at the juncture of the 
skin and mucous membrane is divided as in the ligature operation, 
and the clamp applied to what remains of the pedicle in the sulcus 
thus made. The forceps are next detached, the tumor cut off with the 
scissors (but not so short but that a good, firm stump remains), and 
the cautery is then taken from the assistant, whose sole duty it should 
be to have it always ready, and applied thoroughly to the stump of 
the hemorrhoid. No haste should be used in this step of the opera- 
tion. The pedicle should be thoroughly charred with the platinum at 
a red heat. 

When this has been done the clamp maybe loosened, without being 
removed, to see if any vessel in its grasp is still inclined to bleed ; 
and if a bleeding point appear, it is again tightened and the cautery 
is again applied. Thirty seconds is an abundance of time for each 
tumor. The secret of success in this operation is found just here. If 
all the cut surface is thoroughly cauterized while the clamp is on, 
there can be no hemorrhage ; but if more surface is cut than is cauter- 
ized, hemorrhage may reasonably be expected and the operator is to 
blame. Thoroughly cauterize the entire incision, except the initial 
one made before the clamp is applied, and trust nothing to the clamp 
or to nature, is the advice I always try to impress most strongly on 
those studying this operation. 

When all the piles have been removed, the stumps will naturally 
retract within the sphincter and no dressing will be necesary. 

The thing most difficult for the unpractised operator to understand 
is at just what point to apply the clamp ; and this can best be learned 
by experience, as it really constitutes the delicate point in the opera- 
tion. There is no difficulty when the tumor is an internal one arising 
fairly from the mucous membrane above the sphincter, and not in- 
volving the skin of the anus. In such a case the clamp does not im- 
plicate the muco-cutaneous junction at the anus, and removing too 
little tissue will not leave unsightly and annoying tags of skin, nor 
will removing more than is necessary result in cicatricial contraction 
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to a serious extent But where the margin of the anus tends to roll 
over, as is shown in Fig. 90, considerable experience is necessary to 
learn just how much tissue to include in the clamp. 

When it is necessary to divide the skin of the anus with the scis- 
sors before applying the clamp, there will be a little bleeding, which 
is easily stopped by a compress and bandage; but when the clamp is 
applied only to parts covered by mucous membrane, and used without 
any preparatory cutting, the operation is almost bloodless, and under 
any circumstances it is unnecessary to soil more than a single towel. 
This is a great desideratum in cases of enfeebled patients, besides 
enabling the operator to have his wounds perfectly dry without the 
use of any lint or other dressing. 

No dressing of any sort is necessary after the clamp operation, 
except a pad of gauze covered with vaselin, and a T-bandage applied 
for a few minutes to arrest oozing from the preliminary incisions in 
the skin. If the patient seems to be doing well and complains of no 
untoward symptoms, the parts need not be examined for ten days, and 
all that is required is cleanliness to the wound. 

The bowels should be confined for forty-eight hours, and about 
thirty-six hours after the operation — in other words, at night of the 
following day — they should be encouraged to act by a slight laxative, 
either a pill or a saline. A single dose will generally be sufficient, 
and when the time comes for the bowels to move, an enema of water 
should be thrown up the rectum to facilitate the passage. In this way 
an almost complete clearing out of the rectum is secured on the second 
day. The patient dreads this first motion, but is agreeably disap- 
pointed, often being surprised that he has much less pain than his 
hemorrhoids caused him in each passage before they were removed. 

After the ligature operation the bowels may be treated in this way 
with great advantage. 

I do not wish to convey the idea that no pain follows this opera- 
tion, but I can honestly say that many patients have less pain on the 
day following it than they have suffered daily from their hemorrhoids 
for years before. I usually expect some of that annoying spasm of the 
levator which no stretching of the sphincter can prevent; and when 
this is present it will begin a few hours after the ether, and may last 
for the following day or two; but it is not generally sufficient to pre- 
vent a good night's sleep, and it is often so slight as to cause no com- 
ment by the patient It is very exceptional for any anodyne to be 
necessary, even on the first night after operating. Even this spas- 
modic contraction of the muscle is not always present. 

The length of time the patients are confined to the house of course 
varies. They are generally sitting up on the second day, or at most 
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the third, and walking around the room tending to their own wants; 
the men smoking and reading, the women receiving visits or sewing ; 
and one of the details about which the physician needs to be most 
strict is to keep the patient quiet in the house until the healing has so 
far advanced as to make active exercise safe. Many of my own 
patients come from a considerable distance, and are anxious to return 
to their own homes as soon as possible. I usually aim to secure at 
least ten days, but I find they are very apt to depart at the end of a 
week, and occasionally five days sees them on their journey. 

I do not mean that this should be encouraged or recommended, for 
it is very much better that the patient should remain quiescent until 
the wounds are well advanced toward cicatrization ; but it shows bet- 
ter than anything else the general condition of the patient when there 
is no suffering which induces him to wish to stay in his room. 

The Operation of Excision, or Whitehead's Operation. — This consists 
in amputating the entire "pile-bearing" region of mucous membrane. 
An incision is made around the anus at the junction of the skin with 
the mucous membrane ; the latter, with the hemorrhoidal tumors, is 
dissected upward till the upper limit of the hemorrhoids is passed, 
and then amputated by a circular incision. The mucous membrane is 
then drawn down from above and stitched to the skin. Various modi- 
fications have been made in the technique, all intended to facilitate 
the performance of a naturally unnecessarily tedious operation ; but 
no essential change has been made in the guiding principle. 

This operation is based by its advocates upon the proposition that 
neither the ligature nor the cautery is a radical operation, because 
they remove only the hemorrhoids and do not remove all of the "pile- 
bearing area " — a proposition which I believe to be absolutely untena- 
ble either in theory or as shown by clinical experience. There are, 
moreover, two serious practical objections to this method of operating. 

The success of the operation depends entirely upon securing union 
of the adapted surfaces by first intention. Failure in this means bad 
stricture of the rectum ; and failure to get union by first intention is 
nowhere more common than in this part of the body. A sufficient 
number of these cases are now on record in the practice of the best 
hospital surgeons in New York to render this operation one of doubt- 
ful propriety, since we now have so many more reliable ones. It 
is true that stricture may follow either the ligature or the clamp, 
but in the nature of these operations, consisting, as they do, in the 
removal of successive segments of mucous membrane, sufficient strips 
of normal tissue are almost always left to prevent this accident, 
and a good operator will take especial pains to preserve enough 
mucous membrane to prevent closure of the anus by cicatrization* 
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In Whitehead's operation the whole mucous membrane is dissected 
up and amputated, more being brought down from above to take 
its place. If this holds, all is well; if it fails to unite by first 
intention, there is a wide ulcer completely surrounding the anus, and 
a stricture is the necessary consequence. The slight stricture which 
may result from either the ligature or the clamp operation is easily 
curable by suitable treatment. This one is not, and I have been forced 

I 



Fig. 98.— Operation by Excision. 1, Hemorrhoid ; 2, incision ; 3, Junction of skin and mucous 

membrane. 

to do a complete extirpation of the rectum for such stricture and ulcer- 
ation in a case which had been previously operated upon in one of 
our large New York hospitals. 

I have also recently seen several cases which illustrate another dan- 
ger from this method, and one which I had not thought likely to occur. 
The patients have all been operated upon by hospital surgeons, and in 
all the anus now presents a peculiar appearance, at first sight resem- 
bling a slight but complete prolapse. The incision in the operation had 
been outside the mucocutaneous injection; the mucous membrane had 
been drawn down to meet it and had united by first intention. Result: 
a ring of excoriated mucous membrane, in half of its extent fully an 
inch wide, surrounding the entire circumference of the anus, and end- 
ing, without any shading off, but suddenly and abruptly, in healthy 
skin. The condition is an exceedingly annoying and troublesome one, 
and can be relieved only by fresh surgery. I have now the notes of 
several such cases which have applied to me for relief after submit- 
ting to this procedure. 

On the whole, it may be said that the operation, though more diffi- 
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cult of performance than either the clamp or the ligature, yields ex- 
cellent results in skilled hands, but is liable to be followed by very 
annoying after-consequences in the hands of those less experienced. 
In time of convalescence, after-pain, reflex disturbance, and certainty 
of cure, it has no advantages over the others described, and I do not 
hesitate to say that I have never performed it for the simple reason 
that I do not choose to abandon an operation which has served me well 
for many years in favor of one the ill results of which I have so 
often seen. 
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CHAPTER X. 

PROLAPSE OF THE RECTUM. 

Of prolapse of the rectum there are two distinct varieties: prolapse 
of the mucous membrane alone, and prolapse of all the coats of the 
bowel, including, when the disease is of sufficient extent, the peri- 
toneum. 

The first form, which is sometimes spoken of as "partial " prolapse 
because only part of the rectal wall is involved in the descent, is rep- 
resented in Fig. 94, and is a mere everting of the mucous membrane 
of the lowest portion of the rectum, rendered possible by the laxity of 



Fig. 94.— First Form of Prolapee. 

the submucous connective tissue. It is seen to a slight extent as an 
accompaniment of old cases of hemorrhoids. 

The second variety is an exaggeration of the first, in which, after 
the submucous connective tissue has yielded to its utmost, the whole 
thickness of the rectum begins to descend, and finally protrudes. It 
follows, of necessity, that after this protrusion has reached a certain 
length the peritoneal coat must also descend outside of the body, and 
this condition is shown at a glance by reference to the plate. In both 
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of these forms the protrusion begins first at the part of the rectum 
nearest the anus. 

Prolapse of the Mucous Membrane Alone. — This is perhaps the most 
common variety of the disease. It is found in children most often 
between the years of two and four; and in adults it is more frequent 
in women than in men. Its causes are various. Among them may 



Fro. 95.— Second Form of Prolapse. 

be enumerated the following : Those which tend mechanically to draw 
down the mucous membrane, such as hemorrhoids, polypi, vegetations, 
and tumors. Those which tend to weaken or to destroy the action of 
the sphincters, such as ulcerations or incisions. Those which cause 
muscular spasm, such as fissures, worms, dysentery, phimosis, cystitis, 
calculus, stricture of the urethra, and enlarged prostate. Those which 
produce permanent dilatation and weakening of the sphincters, such 
as spinal paralysis and traumatism. To this lack of tonicity of the 
sphincters may be attributed the frequent occurrence of prolapse in 
feeble and badly nourished children. Those which produce oedema 
and swelling of the pelvic tissues, such as pregnancy, parturition, 
fecal accumulations, and hepatic lesions. To these causes it may be 
proper to add one anatomical one — the undeveloped sacrum in chil- 
dren, which, by its straightness, leaves the rectum comparatively un- 
supported. 

The first form of prolapse generally comes on gradually and seldom 
suddenly. It may be partial or complete as regards the circumference 
of the rectum, being in some cases of hemorrhoids confined to one side 
of the aperture, and in others involving the whole circumference. It 
presents itself as a scarlet or livid mass (depending upon the state of 
contraction of the sphincter) projecting from the anus, covered with 
the natural secretion of the bowel, directly continuous with the skin 
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on one side and with the mucous membrane on the other, and arranged 
in folds which radiate from the central aperture toward the circum- 
ference. It is at first spontaneously reducible, or at least easily re- 
pkieed by slight pressure, and remains reduced till the next act of 
defecation; but as the amount of prolapsed membrane increases, the 
difficulty in reduction becomes greater. At first, also, there is no 
pain, but after a time the act of defecation comes to be greatly dreaded 
by the patient, and the suffering continues till the tissue is replaced. 

Prolapse of All the Coats of the BoxceL — As already said, the second 
variety of prolapse differs from the first in the fact that it is composed 
of the whole thickness of the bowel, and, therefore, when of sufficient 
length, of peritoneum also. Every prolapse of more than two inches 
in length may contain peritoneum ; and it follows from the anatomy 
of the parts that the peritoneum will extend lower in front than behind. 
In the peritoneal pouch thus formed there may be located coils of in- 
testine, an ovary, or a part of the bladder. In this form of pro- 
lapse there is no groove or sulcus between the tumor and the skin, 
and the absence of such a groove is, therefore, no proof of the non- 
existence of a fold of peritoneum in the tumor. 

It is a mistake to suppose that this second variety is not met with 
in children, for it is only an exaggerated form of the first, being the 
next step in the descent after the submucous connective tissue has 
yielded its utmost ; and exaggerated cases of prolapse are often seen in 
children. It is distinguished from the first variety, first of all, by its 



Fig. 98. -Prolapse. 

size (Fig. 96). The first is never very large; while the second, from 
the nature of the case, must be of considerable dimensions. Again, a 
prolapse of the second variety is generally of long standing. The sec- 
ond generally follows the first, but a prolapse may be of this variety 
from the beginning, resulting, in such a case, generally from violent 
straining, and coming on suddenly. The first variety is not firm and 
thick to the feel ; the folds of mucous membrane radiate from the ori- 
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flee to the circumference, and the opening is circular and patulous. 
In the second the orifice is slit-like, and is drawn backward by the at- 
tachment of the meso-rectum, or, in females, forward by the closer 
attachment to the vagina. The form of the tumor is conical, its walls 
are thick and firm, and when pressed between the fingers the gurgling 
of gas in a contained loop of intestine may sometimes be detected, and 
a resonance may be obtained on percussion. 

If such a tumor be carefully dissected, the coats of the protruded 
bowel will be found enlarged ; the mueous membrane will be seen to be 
thickened and dense in structure, especially at the free extremity, and 
it will also sometimes be found eroded and granular. The submucous 
areolar tissue will be seen to be infiltrated, and the muscular layers 
hypertrophied. Owing to these changes the bowel is actually increased 
in size and becomes too large to be retained in its proper place, which 
explains the difficulty often experienced in reducing it and in keeping 
it reduced, in spite of the constant straining and desire for defecation 
which it produces. These changes in the mucous membrane may in 
rare cases result in the production of a foul, hard, bleeding, eroded 
mass. 

The causes of the second variety are the same as of the first, and 
need not again be enumerated. The symptoms also are the same, with 
the addition of more or less incontinence of faeces in old cases; but the 
treatment is not the same in all respects, for certain measures which 
may be safe when a prolapse contains no peritoneum may be fatal 
when peritoneum is included. 

A prolapse is apt to increase slowly in size as time advances. In 
children especially, it may at first cause little apparent discomfort. 
The bowel is usually replaced by the parent after defecation, and the 
condition is well borne till more or less inflammation and erosion of 
the parts set in. Then each act of defecation is greatly feared. After 
a time the protrusion becomes more frequent and remains down longer, 
till finally it is down most of the time. Then suddenly a change occurs 
and replacement is no longer possible. This will bring the case to the 
surgeon, and he will find all the difficulties increased fourfold by the 
existence of one of two conditions — inflammation or strangulation. 

When inflammation has occurred there will be more or less febrile 
action and constitutional disturbance. The prolapse will be swollen, 
hard, and painful if the inflammation is in progress; if it has passed 
off, the tumor will be left larger and harder than before, from infiltra- 
tion. The mucous membrane will be thickened, and may be eroded or 
ulcerated, and the difficulty of reduction is greatly increased from the 
changes which have occurred in the tumor. Strangulation is rare, but 
may occur where the tumor is large and the sphincter firm. It may 
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be temporary when properly met, or it may result in sloughing which 
will involve a whole or part of the tumor. It may result in a cure by 
sloughing, or it may extend and cause death from peritonitis. When 
the sloughing involves the whole prolapse it is also apt to cause a serious 
stricture. When it involves only the mucous membrane it may cause 
just sufficient subsequent contraction to effect a cure. These changes 
are not apt to occur in the first form of the disease, and are generally 
confined to the second or third. 

The bleeding from a prolapse is not generally a very important 
matter. More or less of it occurs at stool, but seldom to a serious ex- 
tent. It is more apt to be a general oozing than a free hemorrhage. 

It would seem that there ought to be little difficulty in diagnos- 
ticating this form of disease. The most common error is to treat a 
child for it and overlook the polypus which is the cause of it; but this 
is generally the result of prescribing for what the parents call a "com- 
ing-down of the bowel," without making any examination, and can 
hardly be called diagnosis. I have often seen large, prolapsing in- 
ternal hemorrhoids described by intelligent physicians as prolapsus, 
and this arises from a failure to justly appreciate the different nature 
of the two affections. Both are protrusions of the mucous membrane 
from the anus, it is true, but they do not resemble each othe*. They 
are often found associated, the prolapse being secondary to, and caused 
by, the dragging down of the internal hemorrhoids; but even then 
they may easily be distinguished from each other. One is a new 
growth composed of connective tissue and blood-vessels, covered by 
mucous membrane, and even when large is definitely and plainly cir- 
cumscribed. It is not a part of the natural rectum, but an adventi- 
tious formation which may be removed, leaving the rectum much as it 
was before. Prolapse, on the other hand, is a part of the rectum 
itself merely displaced. The mucous membrane is not changed ; there 
is no new element added ; it is not a circumscribed tumor or collection 
of tumors, but a more or less voluminous mass of the rectal wall. 
They resemble each other very little, except that they are both covered 
by mucous membrane. 

In adults, an old, eroded, bleeding, and infiltrated prolapse may be 
mistaken for malignant growth, and I have seen cases in which the 
difference could be made out only by most careful examination. 

But by far the most important point for the practitioner is to dis- 
tinguish one form of prolapse from another, and particularly this one 
from the ones next to be described. Too much stress cannot be laid 
upon this point, for, although the disease is not at all an uncommon 
one, its pathological anatomy does not seem to be well understood. 
To the minds of many, one prolapse is still very much like another, 
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except that there may be a difference in size, and therefore in the 
amount of surface to be cut off or painted with nitric acid ; and until 
this idea is thoroughly eliminated there will still be an occasional case 
in which it has borne its fatal fruit in the way of treatment. When 
it once begins to be understood that putting a clamp or knife to one of 
these protrusions may involve all the risks which would follow the 
ablation of an inguinal hernia, a great advance will have been made. 

It will generally be impossible to decide by physical examination 
whether a prolapse of the second class contains peritoneum or not, 
unless the case be one of true rectal hernia in which the cul-de-sac of 
peritoneum contains a loop of small intestine or some of the pelvic 
organs. Such cases are rare, and the only safe rule is to act on the 
supposition that every prolapse not manifestly of the first variety may 
contain peritoneum, and treat it accordingly. 

Treatment. — The first step in the treatment of prolapse to which 
the surgeon will be called to attend will generally be to effect the re- 
duction of the mass ; after this has been accomplished the treatment 
may be either palliative or curative. In children a prolapse may gen- 
erally be reduced by laying the patient across the lap on its face and 
making gentle pressure on the protruded bowel with the fingers, which 
have been well oiled, or with a soft greased rag. If this cannot be ac- 
complished by a gentle taxis and without bruising the parts, the child 
should at once be etherized and a curative procedure adopted. It is 
scarcely worth while, in a child, to stop to try the various methods of 
reduction which have been recommended, where the taxis has failed, 
before resorting to this step. 

In an adult, however, ether and operative interference may both 
be declined, and the surgeon may have to tax his brain to accomplish 
the reduction without the aid of an anaesthetic. In such a case, after 
gentle taxis has been tried with the patient in the knee-elbow position 
and failed, cold should be applied while the patient remains on the 
face in bed with a pillow under the pelvis; and this maybe alternated 
with warm poultices and with plentiful applications of an ointment 
composed of equal parts of extract of belladonna and extract of 
opium. By these means, the most effectual of which is position, re- 
duction may almost always be accomplished. When by thfe action of 
the sphincter the prolapse has become gorged with blood and oedema- 
tous, the surgeon is often tempted to resort to leeches. They will gen- 
erally give relief and may greatly facilitate reduction, but they are 
not free from the danger of a concealed hemorrhage within the rectum 
after the prolapse has been replaced. Attempts at manual replace- 
ment must not be carried far enough to bruise the parts or set up 
inflammatory action. 
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Two questions may arise in this connection. Should reduction be 
tried when the tumor in inflamed? and, Should it be tried in case of a 
circular slough? In answering the first question, the distinction must 
be made between a prolapse which is merely strangulated and one 
which is inflamed. The appearances may be much the same, but an 
old prolapse in an old person when found in this condition is much 
more apt to be inflamed than strangulated, for the sphincter muscle in 
such cases has generally lost the power of forcible constriction. The 
danger in returning an inflamed prolapse into the body is that the 
inflammation may extend and cause general and fatal peritonitis; and, 
as a rule, it is safer not to employ the taxis in such a case, but to put 
the patient in bed and treat the tumor by local applications and rest 
till the acute symptoms have disappeared. 

The occurrence of a circular slough as a result of strangulation is a 
very serious complication. The tumor is generally of the second vari- 
ety ; it has become first irreducible, then inflamed, and finally strangu- 
lated. At the apex, around the opening, there will be seen a black 
ring of dead mucous membrane and connective tissue of greater or less 
extent, perhaps already partially separated and hanging in shreds. 
The patient will exhibit more or less constitutional disturbance and 
fever, with fretfulness and evident suffering. 

The gravity of this condition consists in the fact that a circular 
slough is very apt to be the cause of a severe stricture after cicatriza- 
tion has occurred. If the prolapse be a long one, and the slough is at 
its apex, three or four inches from the anus, the stricture will be at a 
corresponding distance up the rectum when it is reduced ; and its ex- 
tent and severity will be in proportion to the amount of tissue which 
has been involved both longitudinally and in depth. 

The treatment of this complication resolves itself into the ablation 
of the tumor. In this way the future stricture is removed, and what- 
ever contraction there may be resulting from the operation will be at 
the anus, where it is easily handled, and not at a point within the 
rectum. 

The palliative treatment is directed entirely toward diminishing 
the frequency and the amount of the prolapse, and in children a cure 
may sometimes be obtained by these means without resorting to sur- 
gical interference. The act of defecation is first to be regulated, and 
should be performed with the patient in the recumbent posture. One 
buttock may also be drawn aside so as to tighten the anal orifice, with 
advantage; and any source of irritation which produces frequent defe- 
cation and straining in the act must be removed. After the action of 
the bowels, if the prolapse has occurred, the bowel should be thor- 
oughly washed with cold water and a solution of alum ( 3 i. to 3 viii.) 
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before it is returned. Another favorite wash is composed of the tinc- 
ture of iron, twenty to thirty drops to four ounces of water. The 
patient should then be confined to the bed for some time, and pressure 
should be applied over the anus by a pad kept in place by a T-bandage 
in the adult, or by a broad strip of adhesive plaster in children, 
applied so as to draw the buttocks into close apposition. 

If any palpable cause for the disease can be found it must be re- 
moved. I have cured a bad case in a child by doing away with the 
irritation caused by pin-worms. Calculus, phimosis, constipation, and 
polypus must each be remedied if they are present. 

After the bowel has ceased to come down with the act of defeca- 
tion, an astringent injection may be given every night with advantage 
and allowed to remain in all night. The general health should be 
carefully attended to; tonics should be administered where they seem 
to be indicated ; and, if well borne, cod-liver oil may be used to fulfil 
the double indication of tonic and laxative. In children these meas- 
ures may, as has been said, be curative, and, in fact, the disease often 
ceases spontaneously at about the time of puberty ; but in adults they 
are not at all likely to be so. 

After inflammation or partial strangulation has once occurred, un- 
less it has worked a cure by sloughing, it is almost useless to hope for 
a cure by palliative treatment. The conditions have become changed ; 
the tumor is thickened and increased in size ; it has become too large 
for its former natural position in the pelvis, and acts as a constant 
source of irritation. 

Should radical operative treatment be decided upon, there are sev- 
eral effectual methods. There is, in fact, one principle which lies at 
the foundation of the treatment of prolapse by operation. If the 
tumor be easily reducible, it may be retained in the body by diminish- 
ing the size of the anus. If it be not easily reducible, a part of it may 
have to be removed, the remainder reduced, and then the anus dimin- 
ished to retain it. All plans of treatment are directed toward the 
accomplishment of one or both these things, and it only remains to 
choose between them. 

In cases combined with internal hemorrhoids, the operation for 
the removal of the latter by either clamp or ligature may easily be 
extended so as to cure at the same time the former condition. In such 
a case the proper course to pursue is to divide the prolapse into sev- 
eral sections with the scissors, and operate upon each one exactly as 
though it were an internal hemorrhoid. Caution must be exercised as 
to the amount of tissue removed, lest too great a degree of cicatricial 
contraction result. 

Acid Cauterization. — In children in whom milder measures have 
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failed, a very effectual means of cure is the application of fuming 
nitric acid to the mucous membrane of the prolapsed part. The bowel 
should first be carefully wiped off with a towel or sponge, and the acid 
then applied by means of a small stick all over the mucous membrane, 
but not at all to the skin adjacent. Ether is not necessary, and after 
such an application the bowel should be replaced, a pad of lint firmly 
applied over the anus by means of broad strips of adhesive plaster, 
and the bowels confined by means of opium. Stuffing the rectum with 
wool causes unnecessary irritation. After three or four days the straps 
may be removed and the bowels moved with castor oil while the child 
lies in bed and the buttocks are pressed together by the nurse. In a 
large proportion of cases the cure will be found complete, though in a 
few cases I have seen a return of the disease after a few months. In 
any case, however, the benefit will be found to be very great, and 
should the disease return, a very careful search should be instituted 
for some existing source of irritation, such as polypus, phimosis, or 
calculus. In case of a recurrence, a second application will be effect- 
ual in causing a cure. 

This treatment, though successful in children, is by no means al- 
ways so in adults. Deep sloughs may occur in old persons with de- 
bilitated constitutions ; and as a result of such a slough there may be 
severe hemorrhage. Stricture of the rectum may, without doubt, be 
caused by too free use of this remedy ; but since it follows its abuse, 
and not its proper use in appropriately selected cases, this can hardly 
be considered an objection. 

Linear Cauterization. — In adults this is undoubtedly the best means 
at our command for dealing with all but the gravest cases of this affec- 
tion, and the best method of applying it is that recommended by Van 
Buren, with Paquelin's cautery. 

The patient is first etherized and placed in Sims' position. Van 
Buren reduced the prolapse, and applied the iron with the aid of a 
speculum, though I prefer that the iron be first applied and the tumor 
reduced afterward. In either case from three to six vertical stripes 
should be made upon the mucous membrane, with the iron heated 
to a dull-red heat. The cauterizations, according to Van Buren's 
method, should begin about three inches up the rectum, and end at 
the junction of the skin and mucous membrane. They should also be 
deeper at the end, where there is no danger, than at the beginning, 
where the bowel may be perforated. He recommends that the iron 
be bent at a right angle a short distance from the end, so that it may 
be the more thoroughly applied to the concavity of the rectum, and 
that in mild cases a small iron should be used, "no thicker than an 
ordinary probe." I use the ordinary iron, and burn from the apex of 
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the tumor to the sphincter, after the mass has been well pulled down 
with forceps. In bad cases the sphincter muscle may be burned 
through at two opposite points, after reducing the bowel. By this 
burning through of the sphincter the patulous condition of the anus is 
overcome. The result of the operation is to decrease the circum- 
ference of the anal orifice, and also to bind the mucous and submucous 
coats to the muscular coat by a series of linear cicatrices, and in this 
way to effect a cure. The patient should be confined absolutely to bed 
till the wounds are entirely healed, so that a recurrence of the descent 
may be effectually avoided. 

For some time after the healing, and after the patient is allowed 
to be up and about — in f aet, until the full effect of the operation has 
been obtained — a bed-pan should be used. The first operation, if 
thoroughly performed, will probably result in permanent cure. Should 
it not, it may be repeated. The only danger in connection with it is 
the occurrence of secondary hemorrhage when the sloughs separate, 
and of primary hemorrhage from large veins at the time of the appli- 
cation of the iron. 

Amputation. — The moment we begin to think of cutting off a pro- 
lapse we approach the danger line. Cauterization is almost never fol- 
lowed by any bad results, unless it is carried to an unnecessary extent 
which subsequently produces a stricture; but amputation of an ap- 
parently innocent tumor may be fatal from a wound of the perito- 
neum, hence the necessity for the care in diagnosis already insisted 
upon. . A prolapse consisting of the mucous membrane alone may be 
amputated in toto without danger ; one of the second class must be ap- 
proached very cautiously, and the operator need not be greatly sur- 
prised if he unexpectedly opens the peritoneum. 

In the operation much judgment and experience are necessary to 
decide how much tissue to remove. A great deal of subsequent con- 
traction must be allowed for, and a troublesome stricture may easily 
be produced. It will generally be sufficient to remove two or three 
longitudinal strips, and perhaps to then burn through the sphincter in 
a couple of places. The part to be removed is seized in the clamp, 
which is thoroughly screwed up, and cut off with scissors. A consid- 
erable stump must be left, and this must be thoroughly burned with 
the cautery heated to a dull red. If the iron be white the danger of 
bleeding is increased. After the iron has been thoroughly applied to 
every part of the cut surface, the clamp may be relaxed, but should 
not be removed till it is evident that there is to be no bleeding. 

After such an operation, what is left of the tumor should be re- 
duced, if possible, and the pad and bandage applied as after linear 
cauterization. In case the tumor is still too hard and swollen to be 
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reduced, even after the operation, it must be dressed with a cold com- 
press, and the case left until the shrinkage which is sure to follow has 
taken place. After this operation the treatment is somewhat different 
from that after simple linear cauterization. In the latter the tumor 
still exists, and care must be taken to prevent its coming out of the 
body by confining the bowels. After the clamp has been used, it is 
generally better to encourage the bowels to move after the second 
day by the administration of a saline or the compound licorice 
powder. 

The suffering after this operation is not generally severe. No 
dressing of the wound is required except frequent washing with warm 
water and the application of a soft cloth to the parte to catch the dis- 
charge which escapes from the anus. The patient should be kept in 
bed till the wounds are entirely healed, and for the first few days the 
surgeon must inquire carefully after the action of the bladder. All 
things considered, the operation is a very satisfactory one, much more 
so than the analogous operation of removing sections of the tumor 
with the ligature. 

There remains to be considered the small class of cases of extensive 
disease which cannot be cured by any method so far enumerated, and 
which lead us at once into the domain of major surgery. Attempts 
have been made to suture the sigmoid flexure or upper rectum to some 
point within the pelvis, such, for example, as the promontory of the 
sacrum, and thus prevent the descent of the bowel, but not with any 
great success. 

Ventral Fixation of Prolapse. — In a few cases I have opened the ab- 
domen and stitched the sigmoid flexure to the abdominal wall, in much 
the same way as in ventral fixation of the uterus, and my success has 
been greater than I anticipated, giving me a couple of rather remark- 
able cures. The method is, however, adapted only to cases of intus- 
susception of the upper rectum or sigmoid flexure into the lower, and 
would, I think, hardly succeed in an old incurable case of simple pro- 
lapsus, even though it might be of the complete variety. 

My reason for supposing this is that it is impossible to stitch any 
part of the sigmoid or upper rectum to the abdominal wall which 
would be near enough to the portion prolapsed to act as a permanent 
support for it. The technique of the operation was first described by 
myself in the New York Medical Record about the year 1885. 

Resection of Prolapse. — In the otherwise incurable cases we are re- 
duced to a simple resection of the prolapsed gut, an operation which 
necessarily includes opening the peritoneum, and which requires all 
the attention to antisepsis and details which would be required in a 
resection of any other piece of intestine. 
14 
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After thoroughly scrubbing the perineum and shaving it, the rec- 
tum should be well irrigated with 1 : 500 bichloride. 

The prolapsus should then be brought down to its fullest extent by 
traction with the haemostatic forceps upon the mucous membrane. 
This can easily be done by catching it first on one side and then on the 
other, and gently everting it. When all has been brought down the 
last pairs of forceps may be left attached, and they, by their mere 
weight, will prevent its return. 

The prolapse should next be thoroughly scrubbed with soap and 
brush, irrigated with 1:500 bichloride, and wiped with uledgets of 



Fig. 97.— Prolapse with Peritoneum Opened. 

iodoform gauze; and all of the subsequent steps of the operation 
should be done under a stream of sterilized water. 

With a knife an incision is made through the mucous membrane 
only, across the anterior half of the mass just below the external 
sphincter, and with the handle of the scalpel the mucous membrane of 
this portion is turned down as far as the apex of the tumor. But lit- 
tle bleeding will follow such a blunt dissection, although considerable 
may be caused by the preliminary incision. 

The posterior segment of the tumor is next treated in the same 
way, the result being that the mass is entirely deprived of its mucous 
membrane as far up into the gut as the operator may think necessary. 
In many cases of very large tumors this removal of the mucous mem- 
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brane will so diminish the size of the tumor that it will be unnecessary 
to proceed any farther. The detached mucous membrane may, under 
these circumstances, be amputated, and the cut edges stitched to the 
sphincter, thus completing the operation. 

In other cases after the removal of the mucous membrane it will 
be evident that only the covering of the tumor has been removed and 
that the mass of the prolapse, consisting of fat, peritoneal sac, and 
possibly intestinal contents, still remains. The fat must be removed in 
pieces and the peritoneal sac opened and excised (Fig. 97). The 
same care and deliberation are necessary as in any operation for her- 
nia. The peritoneal pouch will generally be found on the anterior 
segment of the tumor and seldom in both anterior and posterior. 
After the sac has been excised the peritoneal edges are united with 
fine catgut, and the suture of the mucous membrane is completed as in 
the previous case. 

The dressing should consist of a large pad and firm straps of adhe- 
sive plaster to draw the buttocks together. This should be allowed to 
remain for at least a week. The bowels may then be gently encour- 
aged to move by salines, the patient lying upon a bed-pan and the 
nurse pressing the buttocks together to prevent any extrusion of the 
bowel during the act. This precaution should be observed for at least 
a fortnight. 

Mikulicz 1 recommends the following procedure for the removal of 
prolapsed rectum or intussuscepted colon in cases in which such a 
plan of treatment is determined upon. In one case two feet and a 
half of prolapsed colon were amputated, the patient making a good 
recovery. The patient is placed in the lithotomy position. Two 
strong threads are passed through the extremity of the prolapse and 
looped for fixation. Irrigation should be continuous throughout the 
operation. A transverse incision is made through the anterior part of 
the prolapse, going carefully through its thickness, all bleeding being 
checked. When the serosa of the intussuscipiens is cut through, ex- 
posing the serosa of the intussusception, the two serous membranes are 
stitched together with a circle of fine sutures, thus closing all comma 
nication with the peritoneal cavity. Just beyond the sutures the an- 
terior part of the intussusceptum is also cut through, and the two ends 
of the gut are now sutured together to the entire extent of the incision 
by silk threads, including all the coats. The threads are left long, 
and used to steady the bowel till the completion of the operation. 
Finally the remaining periphery of the two intestinal lumina is se- 
cured, the numerous mesenteric vessels are tied, and the union of the gut 
is completed by the deep sutures. The line of suture is dusted with 
1 Deutsch. Gesellsch. Chir. xvii. 
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iodoform, the long ends of the stitches are cut away, and what re- 
mains of the prolapse is reduced. No drainage tube or bandage is 
used, and opium is given for eight days. 

Volkmann has reported two cases by the method of Mikulicz, in 
one of which there had been sloughing and subsequent stricture — the 
whole mass being amputated at the level of the sphincters. 

Verneuil has invented a new method, which consists in dissecting 
down upon the rectum from behind in the median line, gathering it up 
into transverse folds by sutures in its walls which do not penetrate its 
calibre, and, after thus shortening the tube, attaching it by sutures to 
the sides of the coccyx and sacrum to prevent its further descent. 

This is one of several operations of fixation which are now being 
practised for the cure of bad cases. 

Having thus described the most effectual means of dealing with 
this troublesome affection, it is scarcely worth while to describe the 
various cutting operations by which pieces are removed either from 
the mucous membrane alone or from the sphincter muscle, with the 
object of accomplishing the same result. Dupuytren's operation con- 
sisted in removing three elliptical folds of skin and mucous membrane 
from the verge of the anus. The same idea has been more recently 
applied in Germany. Eobert and Dieffenbach cut out wedge-shaped 
pieces, and approximated the edges with deep sutures. 

In cases in which curative measures are out of the question, the 
hemorrhages and the erosions may be relieved by suitable applications, 
rest in bed, defecation in the recumbent posture, etc. Subsulphate of 
iron is perhaps as good an application to the bleeding surface as any 
other ; and weak solutions of nitrate of silver often have a good effect 
upon the erosions. The reduction of a prolapse of the second degree 
is by no means as simple a matter as that of the first. When the 
sphincter is tight and the tumor (Edematous, it may be nearly impos- 
sible ; and in old cases, in which the opposite condition of the sphincter 
obtains, it may be equally difficult to keep the parts within the body 
after placing them there. The latter may, however, generally be 
accomplished by the means already enumerated, and the reduction in 
obstinate cases may generally be obtained through the influence of 
anaesthesia. 

Rectal Hernia.— The complications of prolapsus by acute inflamma- 
tion, strangulation, and sloughing have already been referred to. There 
remains one other of greater gravity, than any of these — the hernia of 
a part of the pelvic or abdominal contents into the rectum, and gener- 
ally into an old prolapsus of the second variety. Under its proper 
title of archocele, or rectal hernia, this affection is seldom found de- 
scribed, and this fact might make it appear to be rarer than it really 
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is. The external variety of it, however, which occurs as a complica- 
tion of extensive prolapsus, is not particularly uncommon, and will 
often be found referred to in medical literature under the head of 
"prolapsus containing loops of small intestine. " Such reference is 
generally limited to a casual mention of the possibility of the condi- 
tion, and the condition itself has seldom been described with any ap- 
proach to completeness. 

For a collection of all reported cases the reader is referred to 
earlier editions of this book. 

There are several varieties of this affection, that in which the sac 
is composed of an old prolapsus being the most common. This may 
be characterized as the external form. In it the sac and contents will 
generally be found at the front of the prolapse, for the reason that 
there is more room for the escape of the hernial contents from the 
pelvis here than behind. By glancing at the cut (Fig. 97), however, 
it will be seen that the peritoneal fold has been drawn both in front 
and behind, and the hernia may be in either place. This is in opposi- 
tion to Allingham's statement, but is supported by clinical evidence. 
In the case of Englisch particular attention is called to the coils of in- 
testine in the posterior part of the prolapse, though they were more 
marked in front. 

In the external form the sac is first formed, and remains ready at 
any time for the reception of its contents. It may never be occupied, 
or it may suddenly be filled by a loop of intestine as a result of a sud- 
den strain or violent action of the abdominal muscles. There is an- 
other variety, which may be known as the internal, in which the rela- 
tion is somewhat different. In it the rectal wall at some especially 
weak point yields to the pressure of the pelvic contents, bulges in on 
one side in the form of a sac, and finally forms a considerable tumor 
occupying the rectal pouch (Fig. 98). The favorite site for such a 
sacculation to commence is at the recto- vesical cul-de-sac, and such a 
tumor may never come below the sphincter. 

The sac of an internal hernia is not always composed of all the 
layers of the gut, for the reason that the muscularis is apt to be weak- 
ened before such a condition can arise, and in the subsequent increase 
in growth it may rupture and leave only peritoneum, cellular tissue, 
and mucous membrane. 

Another variety is that in which no proper hernial sac can be 
found, the coils of intestine lying loose in the rectal pouch or project- 
ing beyond the sphincter. These are the cases described by Qu6nu as 
spontaneous rupture of the rectum, to distinguish them from the re- 
sults of direct traumatism, such as might be caused by a foreign body 
puncturing the rectal wall or the pelvic diaphragm. Many of these 
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cases are undoubtedly the result of the rupture of a previously exist- 
ing hernial sac, and are therefore merely complications of the varieties 
already described. In the case of Brodie no previous prolapsus is 
mentioned, and the rupture is believed to have been the result of an 
accidental tearing of the rectal wall. In the case of Qu6nu the history 
of previous prolapse was carefully sought for and not obtained ; still, 
there is no proof that both of these cases might not have been compli- 
cations of previously existing internal herni®. Qu6nu's patient gave 
a distinct history of formal rectal trouble and bloody passages, and 
had once, two years before the rupture, suffered from some kind of a 
protrusion from the anus, which he had reduced himself. 

In the cases of rupture reported by Adelmann, Pyl, Roche, and 
Schrager, the previous existence of prolapsus is distinctly stated. In 



Fig. 96.— Internal RecUl Hernia. R R, rectum laid open laterally ; H, empty hernial sac with tta 
neck at Douglas 1 pouch, protruding into and filling the rectum ; peritoneum. 

the case of Stein n<? data are given upon which to base an opinion. It 
is possible, however, that rupture of the rectum may occur as a result 
of severe straining when there has been no previous hernia, but it 
does not seem probable that such rupture ever occurs without the ex- 
istence of previous disease which has weakened the wall of the rectum 
at the point where the rupture takes place, except in cases of direct 
traumatism, as in childbirth or the introduction of foreign bodievS, or 
in the case of an accident such as is reported by Nedham. 

In the cases of Qu6nu the rectal wall seemed to the naked eye to 
be perfectly healthy, and yet an examination with the microscope 
showed the signs of inflammation and infiltration of the wall with 
white globules. In Brodie's case the mucous membrane is said also to 
have been healthy, but no microscopic examination is reported, and 
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the statement cannot, therefore, be allowed much weight. In all the 
cases of rupture complicating previously existing hernise, a change in 
the hernial sac of a character to render rupture easy may be taken for 
granted, if not distinctly stated to have been present In Adelmann's 
case the mucous membrane is said to have been congested, inflamed, 
and eroded in spots. In BochS's case the prolapsus had been down 
twenty -four hours and "had resisted all the attempts of the patient and her 
female friends at replacement. 97 Besides these direct statements, we 
know the changes which occur in an old prolapsus, and especially in 
an irreducible one. 

The rupture may occur at any point in the hernial sac, or in the 
rectal wall when no hernial sac is discoverable. Thus in Qu6nu's per- 
sonal case it was in the anterior wall of the upper part of the rectum 
a little to the left of the median line, its lower end reaching to within 
8 cm. of the recto-vesical cul-de-sac. In Adelmann's case the rent was 
longitudinal, 2\ inches above the anus. In Pyl's case it was on the 
posterior wall, an inch from the anus; in Stein's case on the anterior 
wall ; in Boch6's case it was longitudinal at a " considerable distance 
from the anus " ; in Brodie's case it was anterior, 2 inches from the anus. 

The length of the rupture may also vary greatly. In Adelmann's 
case it was 2 J inches long; in Stein's, 10 inches; in Eoch6's its extent 
could not be determined without an autopsy ; in Pyl's, four fingers' 
breadth; in Qu6nu's it was 4.3 cm. in the mucous membrane, and 
10 cm. in the peritoneum. 

The rupture is probably always due to force applied from within 
the hernial sac or from the direction of the abdominal toward the rec- 
tal cavity, and not vice verm ; and the peritoneal coat, on account of 
its greater tenuity and slight elasticity, is probably the first to give 
way. The immediate cause of the rupture is probably an overdisten- 
tion of the sac with loops of intestine filled with gas and faeces, and 
then a straining on the part of the patient by which fresh coils of in- 
testine or more air and faeces are forced into the sac. Brodie's oc- 
curred during an effort at vomiting; Stein's, while lifting a heavy 
weight; and those of Qu6nu and Adelmann during the act of defeca- 
tion. Pyl's case occurred also during defecation, but the patient had 
just previously been thrown upon the floor and the hernia was proba- 
bly injured in the fight. In the cases of Streubel and Ohle the open- 
ing in the hernial sac was due to surgical interference ; and in Boch6's 
case the rupture occurred during the surgeon's forcible attempts at 
reduction. 

The contents of the hernial sac are generally loops of small intes- 
tine; quite frequently, however, portions of the colon and sigmoid 
flexure have been found; in Stocks' and Pockel's cases, an ovary; 
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and in Brunn's and Englisch's cases, the uterus. The size of the 
hernia may be so small as to lead the unwary into the belief that it is 
a simple prolapse composed entirely of mucous membrane, or it may 
reach the dimensions of an adult head. After the rupture of the sac 
the intestine may escape to the length of several yards. 

Diagnosis. — Nothing need be said upon the diagnosis of a rectal 
hernia in which the coils of intestine protrude from the anus uncov- 
ered by any hernial sac. In such a case a mistake would seem to be 
wellnigh impossible. In an internal rectal hernia (one which has 
not passed the anus) the diagnosis will lie between it and an intussus- 
ception ; but a careful examination with the finger should reveal the 
presence of a sac containing loops of intestine which can be pressed 
out of it into the general peritoneal cavity ; of a pedicle to the tumor 
thus formed ; and of an opening in the wall of the bowel which con- 
stitutes the mouth of the sac. 

Treatment. — The treatment of rectal hernia at once divides itself 
into curative measures for the uncomplicated condition, and the treat- 
ment of the complications — inflammation, strangulation, and rupture. 

In reducing a rectal hernia the same accidents may happen as in 
other herniae, and the sac and its contents may be pushed above the 
sphincter en masse. This is best avoided by keeping a firm hold upon 
the sac while the intestinal loops are expressed from it. 

Eectal hernia is a more serious condition than prolapsus, and cer- 
tain more radical measures are justifiable in the treatment of it than 
would be in dealing with an affection which, however disagreeable, 
does not generally endanger life. In cases in which free and exten- 
sive cauterization has failed to keep the hernia within the anus, noth- 
ing remains but the ablation of the sac. 

The existence of an irreducible rectal hernia, even without any 
signs of acute inflammation, justifies the division of the constriction 
and its reduction ; for such a hernia, unlike one in the scrotum, is 
constantly subject to influences which may at any moment excite a 
fatal peritonitis. 

If the constriction cannot be overcome by stretching with the fin- 
gers, and if reduction cannot be accomplished by this means joined 
with anaesthesia, nothing remains but to open the sac, reduce the con- 
tents, and remove the prolapse. 

In case a rupture of the sac or of the rectum has already occurred 
and the intestines have escaped through the rent, there is still much 
for the surgeon to do, although the prognosis is almost hopeless. 
Smith's case recovered, but here the accident occurred directly under 
the eye of the operator, and the bowel was immediately replaced be- 
fore it had been long exposed to the air or had become inflamed. 
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It will be noticed that in every case but one in which the rupture 
has been due to violence, death has been the consequence. 

The case last reported by Qu6nu is the first in which an effort has 
been made to suture the rent in the prolapsus, through which the small 
gut has escaped, by means of a laparotomy. The operation, in spite 
of this failure, still seems feasible. 

As a result of this form of prolapse a permanent recto-intestinal 
fistula, the communication being between the rectum and any part of 
the large or small intestine, may be established. 
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CHAPTER XL 

INTUSSUSCEPTION. 

The essential difference between the disease now to be considered, 
when it appears as a tumor either within the rectum or projecting 
from the anus, and the forms of prolapse already described, consists in 
the fact that while in the latter the bowel begins to slip down from its 
lowest portion at the anus, in the former the lowest portion remains in 
its proper position and the bowel from above is telescoped within it. 
Under these circumstances it is evident, as is shown in Fig. 99, that 
the affected portion of the bowel must consist of three different and 
distinct cylinders — an outer one, which contains the other two, and 



Fig. 99.— Intussusception. 

two included portions, one of which is the entering and the other the 
returning bowel. 

When the upper part of the rectum becomes invaginated in this 
way within the lower, the included portion will not always appear at 
the anus, as in the cases of prolapse already described ; and yet there 
is little doubt in my mind that the rectum may occasionally become 
invaginated within itself, constituting a condition of chronic obstruc- 
tion without causing any symptoms except great difficulty in defeca- 
tion and pain. 

This is a rare form of disease, though it is frequently supposed to 
exist to account for old and severe cases of constipation. The symp- 
toms are peculiar, and are yet almost diagnostic if the patient be suffi- 
ciently intelligent to make himself understood. The thing most decid- 
edly complained of is a peculiar straining and difficulty in defecation. 
The patient will say that when he strains the bowel seems to become 
closed, and that no amount of effort will overcome the obstruction. 
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This story is common enough and means nothing but constipation. 
But when he or she complains that to have a passage an unnatural 
position has to be assumed, I always begin to be suspicious of intus- 
susception. One of my patients could relieve himself only in the 
knee-elbow position, and another only when lying down. When this 
history is given, and a digital examination shows an absence of any 
change in the gut, such as stricture, a temporary invagination at the 
time of defecation may be strongly suspected. It is possible in some 



Fig. 100.— Prolapse of Inragtnated Intestine. 

cases to feel the tumor caused by the condition in the rectum when the 
patient assumes the natural position of defecation and strains down. 
The treatment consists in linear cauterization of the upper part of the 
rectum when the disease is in the rectum. The iron should be an old- 
fashioned, olive-pointed, actual cautery iron with small tip, heated 
scarcely more than black, and applied lightly at four or five points. 
The thermo-cautery is too powerful an instrument, for it must be re- 
membered that the peritoneum is just under the iron. My preference, 
however, when the diagnosis can be made with sufficient certainty to 
justify any operative procedure, is for laparotomy and anchoring the 
intussusceptum to the abdominal wall, as described in the operation 
of ventral fixation already referred to under prolapse. 

When the invagination is of sufficient extent and low enough down 
to appear at the anus, a distinct sulcus may be felt by the finger be- 
tween the extruded portion and the mucous membrane which is con- 
tinuous with that of the anus. The bottom of this sulcus, or the point 
at which the entering portion becomes directly continuous with that 
into which it enters, may also be felt by the finger if it is low enough 
down; if not, it may sometimes be detected by the aid of a soft cathe- 
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ter. When a portion of the bowel still farther removed from the anus 
has become invaginated into that immediately below, the included 
portion may or may not descend sufficiently near to the anus to be felt 
by rectal touch, and the sulcus may not be apparent. It is evident 
that between a case of prolapse in which all the coats of the rectum 
appear through the anus, and in which a sulcus can be felt by the 
finger passed around the protruded portion, and a case in which 
the ileum is telescoped through the ileo-caecal valve and appears at 
the anus, the difference is one of degree and of location, and not of 
kind. 

Such a protrusion as this is evidently composed of an entering and 
a returning portion of the bowel, each in its whole thickness, and be- 
tween them there are two surfaces of peritoneum in apposition, one 



*\ 



c 



JS 



\ 



*c 



3D 



VT 

19 9 

Fig. 101.— Intussusception. 

covering the descending and the other the ascending portion. The 
peritoneal cul-de-mc thus formed is generally empty ; if there has been 
sufficient inflammation the serous surfaces may have become united to 
each other. 

The diagnosis of this form of prolapse rests chiefly upon the pres- 
ence of the sulcus ; and this is the first point to be determined in the 
examination of every case. The size is of little value in the diag- 
nosis. An inch of rectal mucous membrane may protrude in the first 
form, or an inch of the ileum may protrude in the third, and at first 
sight they may appear very much alike. A large, cocoanut-shaped 
tumor is generally of the second variety, while a very long one is more 
apt to be of the third. An intussusception in the course of the intes- 
tine at a distance from the anus is not likely to project more than a 
few inches outside the body. 

The sulcus merely proves the fact of invagination ; but when we 
consider that the ileum projecting through the anus has been mistaken 
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for cancer, polypus, and hemorrhoids; that it has been cauterized, 
incised, and cut off; and that these errors in diagnosis have led to 
fatal results, its importance as a diagnostic point can hardly be over- 
estimated. 

In Fig. 101 is shown a diagram of an intussusception anywhere 
along the length of the gut. The conditions are essentially the same. 

There is the ensheathing part, 1 ; the entering portion, 3 ; and the 
returning portion, 2, which must be carefully distinguished from each 
other. The former (1) is sometimes spoken of as the intussuscipiens, 
and the other two combined as intussusceptum. Within the sulcus 
(6) two mucous surfaces are in contact with each other, and within 
the space (5) two serous surfaces. The point (4) where the entering 
portion (3) becomes the returning portion (2) is known as the apex 
of the intussusception, and the point (7) where the returning portion 
joins the sheath is the neck. 

Of this condition there are many varieties and degrees. The most 
common, forming nearly one-half of all the cases, is the ileo-ccecal, 
or that in which the ileum and the caecum pass into the colon, carry- 
ing the ileo-csecal valve at the apex. This variety also is the most 
extensive, the csecum sometimes passing the whole length of the colon 
and protruding from the anus. The next most frequent form is that 
which is confined to the small intestine ; more frequently to the lower 
part of the jejunum, but quite often to the ileum, and occasionally to 
the duodenum. In these the amount invaginated is generally short 
and the tumor correspondingly small. After these in frequency come 
the cases affecting the colon, sigmoid flexure, and rectum. When the 
large bowel is affected it is most often near its termination, the de- 
scending portion passing into the sigmoid flexure, the flexure into the 
rectum, or the upper part of the rectum into the lower. These latter 
forms are necessarily limited in extent, for when once the invagination 
has been fairly formed, and after the entering portion has been 
grasped, the increase in length is always at the expense of the sheath. 
The apex (Fig. 101) remains constantly the same, and the turning-in 
is not done at this point, but at the neck. If, therefore, the neck be 
within the rectum, the intussusception must be limited by the length 
of the rectum remaining between the neck and the anus, and must be 
comparatively short. 

An intussusception of the rectum or sigmoid flexure will also, as a 
rule, be straighter and less curved than one of the bowel higher up, 
because of the absence of the mesentery in the tumor. As the involu- 
tion goes on at the neck of the tumor, the mesentery is drawn in be- 
tween the two inner layers, in the form of a cone, with the base up- 
ward. The traction upon this causes a curve of the contained cylinder, 
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the concavity of which is toward the attachment of the mesentery. In 
the small intestine this curve is very marked at times, and the meso- 
colon may cause the same appearance in cases involving the large 
bowel. The traction of the mesentery causes, also, other changes. 
The axis of the contained portion is not the same as that of the sheath, 
and the orifice is drawn into a slit-like shape and turned against the 
side of the sheath, so that it may be difficult to detect it with the 
finger. The curve of the inner portions may be so sharp as to cause 
complete obstruction, and the pressure upon the sheath may be so 
great as to cause sloughing and perforation. This is, indeed, the 
chief cause of the obstruction which results from intussusception; 
though the obstruction may not become complete until some indigest- 
ible substance has been propelled into the already narrowed passage, 
or until the lumen becomes almost completely closed by a gradual 
thickening of the different layers of the gut, due to congestion and 
inflammatory exudation in their walls. 

The obstruction and the strangulation which are generally present 
to a greater or less degree cause certain other changes. The bowel 
above the implicated portion may be simply distended and congested, 
it may be filled with a large mass of feeces, or it may be ulcerated and 
perforated. If the case has been acute, death may supervene before 
any of these effects are noticeable ; if chronic, there may be more or 
less thickening from infiltration. 

The serous surfaces in apposition in the two contained portions are 
apt to become united by adhesions due to peritonitis. These may be 
found at any part of the intussusception, and may vary much in ex- 
tent. There may be only a few bands near the apex or neck, or the 
two surfaces may be completely agglutinated. 

The adhesions may appear at any time after the third day, may be 
extensive in an acute case or absent in a chronic one, and there is no 
regularity in the time of their appearance or their extent. When 
present they are the chief obstacle to reduction, whether spontaneous 
or the result of any kind of treatment. 

The strangulation of the contained portion may cause in it certain 
other changes. The walls may become much swollen by the transu- 
dation of serum, the peritoneum congested, the mucous membrane in- 
filtrated ; blood is effused between the mucous surfaces of the outer 
and middle layers, and the whole contained portion becomes in this 
way irreducible. Should the strangulation be sufficiently severe, gan- 
grene may supervene upon this condition. This is nature's method of 
cure. It is more apt to take place in acute than chronic cases, and 
may involve the whole or only a part of the contained portion. As 
a result many feet of bowel may slough off and be passed in cylindrical 
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form, or only small portions of mucous membrane may be discharged. 
In one case there is reason to believe that about four yards came away, 
piece by piece, per anum. 

The disease is twice as common in males as in females, and is 
greatly more common in children than in adults. More than one-half 
the whole number of cases occur in children under ten years, and of 
these nearly one-half occur before the age of one year. In adults the 



Fig. 102. FIG. 108. 

Two Examples of Intussusception. (Fio. 108 Is after Park.) 

trouble will generally be found to involve the small intestine ; in chil- 
dren, the large. 

Strangulation is much more frequent when the outer layer is com- 
posed of the small than when it is composed of the large intestine, 
because of the greater tightness of the constriction. In the latter case 
the congestion may be only moderate in degree, and the condition may 
last many weeks without gangrene or ulceration. This condition is 
known as chronic intussusception. 

If sloughing occur at all, it may happen at any time after the first 
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week; generally, however, it occurs within three weeks, though it 
may be delayed for a much longer time. In one case the separation 
of fragments of intestine extended over an interval of three years. 

In about one-half of the reported cases a favorable termination has 
followed spontaneous separation ; in the remainder death has occurred 
after a longer or shorter interval. Several pathological changes may 
occur. The peritonitis which serves to unite the serous surfaces of 
the contained portions may become geueral and cause death. The 
ensheathing portion may become ulcerated and perforated, allowing 
the extravasation of faeces. The ulceration may perhaps \ye due to 
the lateral pressure of the end of the contained portion against the 
side of the cylinder which contains it. Separation by sloughing leaves 
the upper end of the ensheathing portion united with the lower end of 
the healthy bowel, and results in complete amputation of the contained 
portion. Extravasation may also occur from a deficiency in this union 
at the time when separation occurs. 

While these pathological changes are going on in the contained 
portion, the sheath may show comparatively little change beyond some 
congestion and thickening. 

Symptoms. — In studying the symptoms and diagnosis of this affec- 
tion, it is best to accept the arbitrary division of cases which has been 
made, into the ultra-acute, acute, subacute, and chronic. In the first 
the patient dies within twenty-four hours. The second covers the 
cases which last from two days to one week ; the third, those lasting 
from a week to a month ; and the fourth, those lasting more than a 
month. 

In acute cases the symptoms will be found to vary somewhat, ac- 
cording to the part implicated, but the attack generally begins with a 
sudden and violent pain. The pain resembles colic, is intermittent, 
and may or may not be accompanied by vomiting. If the rectum be 
implicated, the first symptoms may be tenesmus, bloody passages, and 
the appearance of the intussusceptum at the anus. The strangulation 
and engorgement cause diarrhoea, tenesmus, and bloody passages after 
a time, whatever part of the bowel is affected. It is rare that the 
lumen of the gut is so completely closed that no faeces pass. 

In about one-half of all the cases a tumor can be felt, and this 
symptom is more frequent in children than adults. It varies in loca- 
tion according to the part involved; is usually hard and resisting; is 
more prominent when active peristalsis occurs; and may change its 
position when the bowel is contracting strongly, or may be moved by 
enemata. It is not generally very large, and its size is no indication 
of the amount of intestine involved. In quite a large proportion of 
cases, especially in children, it may either be felt in the rectum or be 
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seen projecting from the anus. When within the rectum, the soft, 
velvety feel, the sulcus, and the slit-like orifice into which the finger 
can be passed present characteristic signs of its nature. When it pro- 
jects from the anus, the presenting part is not generally more than 
three or four inches in length, is conical in form, and its nature may 
sometimes be diagnosticated by the appearance of the ileo-caecal valve 
and the orifice of the appendix vermiformis. This variety of intus- 
susception is more often chronic than acute, and the tumor does not, 
as a rule, appear at the anus until after the symptoms have lasted 
from one to three weeks, while in an acute case it may be discovered 
on the second day. 

Vomiting of some kind is a nearly constant symptom of intussus- 
ception, but it varies much in character and in the time of appearance. 
The more acute the case, and the higher up the disease, the sooner 
will it appear and the sooner will it become stercoraceous. In cases 
involving the rectum it may never be present, while in those involv- 
ing the ileum it may be the earliest symptom. Stercoraceous vomit- 
ing is rather a sign of complete obstruction than an indication of its 
location. It is present in only about twenty-five per cent of the acute 
cases and seven per cent of the chronic, and Treves points out that it 
has a direct dependence upon the diarrhoea. When the latter is 
marked and constant the vomiting is comparatively slight, and vice 
verm. In other words, when the obstruction is not complete the 
bowels relieve themselves in the natural direction. 

In the acute form the constitutional state can hardly fail to attract 
attention. In young children it is simply one of collapse, and the 
more acute the case the greater the shock. The ultra-acute cases 
(those fatal within the first twenty-four hours) are fatal from shock, 
and are almost always seen in very young children. 

In chronic cases the symptoms are all more obscure, as will be ap- 
parent from the fact that the condition has been mistaken for almost 
every form of disease of the abdomen. The course of the disease is 
irregular, the pain uncertain and often absent for long periods; the 
passages may be normal at times, alternating with both diarrhoea and 
constipation, and occasionally streaked with blood; the vomiting is 
not constant, and feculent vomiting is rare ; the general condition of 
the patient is that of one suffering from chronic disease. The end 
may come from the onset of complete obstruction with the usual symp- 
toms, or simply from exhaustion and the effects of long-continued 
partial obstruction. 

Prognosis. — The prognosis in all varieties of intussusception is bad, 
the general mortality in all forms being seventy per cent. The 
younger the patient the more acute will be the disease and the greater 
15 
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the mortality. The ultra-acute cases are rare, but are all fatal. The 
acute cases are very fatal, aud especially so in children. The chronic 
cases are nearly all fatal, and the best results are found in the sub- 
acute, or those lasting from a week to a month. 

Spontaneous cure may occur in three ways: 1st, by reduction; 2d, 
by elimination ; 3d, by the production of a fecal fistula. Spontaneous 
reduction is rare, and the diagnosis is always open to doubt. It can 
only be suspected from the relief which sometimes quite suddenly 
follows all the symptoms of intussusception ; and it can only happen 
in cases in which the physical changes have been comparatively slight 
and no extensive adhesions have formed. 

According to Treve spontaneous elimination occurs in about forty- 
two per cent of all cases, and is extremely rare in children under two 
years of age. It is much more common in the variety affecting the 
small intestine than in any other. Cure by the establishment of a 
fecal fistula is so rare as to be almost unknown. 

The fact that the intussuscepted portion is sloughing off can gen- 
erally be made out pretty clearly by the symptoms. If the obstruction 
has been complete, the passages again appear and are bloody, foul, 
and marked by small shreds of gangrenous mucous membrane or by 
large pieces of gut. If the case is to terminate favorably, there will 
also be an abatement of the worst symptoms, but quite a large pro- 
portion of cases result fatally even after elimination has begun, from 
exhaustion, perforation, or subsequent ulceration. 

Differential Diagnosis. — The diagnosis of the fact of intestinal ob- 
struction is by no means always easy, for there are many other con- 
ditions marked by pain, vomiting, and constipation, which are its 
three chief symptoms; but having accomplished so much, the diagno- 
sis between intussusception and the many other causes of obstruction 
is sometimes an impossibility. The following are the chief points in 
the differential diagnosis: 

All cases of obstruction may be divided clinically into acute and 
chronic. The acute include those due to strangulation by bauds or 
through apertures; volvulus; intussusception. The chronic include 
those due to stricture, either cicatricial or malignant ; obstruction due 
to pressure from without; obstruction from foreign bodies, benign 
neoplasms, impacted faeces, gall-stones, etc. 

The symptoms of acute obstruction are pain, -vomiting, constipa- 
tion, abdominal distention, and collapse. The diagnosis of the exist- 
ence of obstruction is not therefore often attended by any very great 
difficulty, although sometimes peritonitis from perforation may be 
mistaken for it. 

With hernia of any kind, or strangulation by bands, there is likely 
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to be a history of former attacks of peritonitis or of obstruction in 
eighty per cent of the cases. The onset is sudden, the pain and vom- 
iting are very severe, the constipation is complete, except what matter 
may come from the intestine below the disease, and no blood is passed. 

In a child it is a safe rule to consider intussusception as the cause 
and act accordingly. 

In no case of obstruction should rectal examination be omitted, for 
the case may at once become perfectly clear by the discovery of an 
intussusception. 

The symptoms caused by strangulation by bands or through aper- 
tures are those of obstruction and are identical with those of strangu- 
lated hernia. The condition is, in fact, a strangulated hernia, only in- 
ternal instead of external, and the prognosis and treatment are the same. 
The history of a previous peritonitis or attack of intestinal obstruction 
is important. The onset is generally sudden, with severe abdominal 
pain, vomiting, and constitutional depression. The pain is usually 
very severe, griping, and colicky, and although often referred to the 
umbilicus, its site is of no value as indicating the site of the strangu- 
lation. There is not much abdominal distention, and palpation usu- 
ally fails to reveal anything abnormal, although in a thin patient with 
no distention a tumor may be detected. 

Volvulus. — By volvulus is generally understood a twisting of the 
bowel about its mesenteric axis, although the same result may be oc- 
casioned by the knotting together of two coils of intestine. It may 
occur in either the small or the large bowel, but two-thirds of all cases 
will be found to affect the sigmoid flexure, and a large percentage of 
the remainder will affect the colon and caecum. In the small intestine 
it is rare, as strangulation by bands or apertures is rare in the large. 

For the production of a volvulus a long mesentery is essential, and 
one also in which a narrow mesenteric attachment at the parietal end 
supplies a long coil of gut so that the two ends of the coil are brought 
close together near the spine. Such a condition is most often pro- 
duced by an old inflammation of a part of the meso-colon with result- 
ing cicatricial contraction. 

Volvulus of the sigmoid is most common in adult life, possibly be- 
cause the changes in the gut which favor its formation take many 
years for their production. It usually comes on abruptly, with pain 
in the abdomen, swelling, and perhaps the signs of collapse. As the 
disease advances the pain diminishes. 

As the peritonitis develops, tenderness over the site of the sigmoid 
becomes marked, and the tenderness becomes more general as the 
peritonitis spreads in extent. Tenderness on pressure is seen earlier 
in this form of obstruction than in most others. 
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Vomiting is not apt to be severe or to appear early, and constipa- 
tion is absolute from the first, except in so far as the rectum may be 
relieved of its contents by enemata. Tenesmus is often noticed and 
may be severe. The temperature is apt to be subnormal from the 
first, while the pulse runs high. 

The most characteristic symptom of volvulus is the great disten- 
tion of the abdomen, which is due to the enormous enlargement that 
the sigmoid itself is capable of, although the rest of the intestine may 
also be greatly distended. This distention comes on more quickly 
after the onset of the disease than in other forms, and is more marked. 
The swelling at first appears as a rounded tumor in the left umbilical 
region, but quickly becomes uniform ; and these are the chief points 
in the differential diagnosis. 

In volvulus of the caecum and small intestine the symptoms are not 
sufficiently distinctive to render the differential diagnosis between 
them and other forms of obstruction at all probable. 

There is nothing characteristic about the symptoms of intestinal 
obstruction due to stricture which will serve in any number of cases 
to distinguish it from other varieties. 

Intestinal obstruction due to the other causes mentioned, such as 
pressure from without the bowel, neoplasms other than malignant, 
gall-stones, enteroliths, and impacted faeces, is a rare condition and 
need not in a work such as this be entered upon in detail. 

Treatment. — The treatment of intussusception involves certain gen- 
eral principles applicable to all cases of obstruction. • 

In former times an accurate diagnosis as to the variety of obstruc- 
tion was really much more important than to-day. Then many kinds 
of treatment were recommended and cceliotomy was only a last re- 
source. Now the mere fact of an acute obstruction, no matter what its 
particular variety, is an indication for abdominal section. The pos- 
sibility of reducing an intussusception by enemata is admitted, but 
time is lost, the child is exhausted, the effort may prove fatal from 
violence, and it generally fails of success ; and this is the only form of 
acute obstruction in which relief by any other means than operation 
is even possible. 

In chronic cases the indication to operate may not be so clear. 
The question will generally turn practically upon the fact whether the 
patient is getting better or worse while under observation, and upon 
the severity of the disease. 

Each form of obstruction must be relieved in its own proper way 
after its site and nature have been determined by incision, but there 
are some general rules for these operations which should always be 
observed. 
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One of the first of these is that this class of patients is more apt 
than others to die upon the table in the middle of an operation which 
seems to the surgeon neither very severe nor prolonged, and which 
certainly does not compare in apparent magnitude to what women bear 
without much shock in the course of pelvic surgery. Usually this 
seems to be due to heart failure, and therefore the management of 
the patient's general condition during the operation becomes as im- 
portant as the technique of the operation itself. 

In any severe case in which the patient's condition is low and the 
heart action bad, it would probably be a good general rule to open the 
abdomen under cocaine or eucaine, and, unless the cause of the ob- 
struction is at once apparent and quickly removable, to form an arti- 
ficial anus with the first presenting distended coil of gut, and allow 
the patient a few days to rally from the shock of the obstruction. 
This has much in its favor. The operation is not completed and the 
patient is not cured, but the future operation is rendered no more 
difficult from the fact of an enterostomy if properly made with the 
idea of future closure, and the patient's chance of surviving the radi- 
cal operation will be greatly increased. 

The incision should be in the median line between umbilicus and 
pubes, unless the site of the obstruction can be determined by the 
presence of a tumor beforehand, in which case the incision should be 
made over the tumor. The preliminary opening should not be more 
than two inches in length, or long enough to admit two fingers. 

In finding. the site of the obstruction much skill may be shown. 
The old rule was to look first for the caput coli, and if this be found 
distended, showing that the obstruction is beyond it in the large intes- 
tine, then to follow the colon inch by inch till it is reached. If it be 
found relaxed, then the first undistended coil of small bowel is to be 
seized and followed in the opposite direction. The trouble will al- 
ways be to tell which the opposite direction is, and there is generally 
no undistended bowel, although some parts may be more stretched 
than others. 

Too much time must not be spent in this kind of search in the 
dark, and too much handling of the intestine inch by inch adds greatly 
to the risk for the patient. The incision may be enlarged sufficiently 
to permit the entrance of the hand into the abdomen should this first 
method of search prove unavailing, but here again the danger of 
adding to the shock becomes at once important, and the passage of 
the hand and half the forearm into the abdomen to feel around the 
sympathetic solar plexus for an obstruction which is as likely to be 
deep in the pelvis as elsewhere, is hardly to be advised. 

Congestion is a much better sign of nearness to the seat of the 
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constriction than dilatation, and if a coil presents in the incision, one 
end of which is decidedly more congested than the other, the con- 
gested end will quickly lead to the obstruction. Such an appearance 
may be searched for by gently drawing the first presenting distended 
coil out of the incision and laying it upon a warm towel. As more 
of the coil appears it will soon be evident that one end is looser and 
less congested than the other, and when the attached and congested 
end can no longer be drawn out of the incision the obstruction can 
generally be found by following this end a few inches into the abdo- 
men with two fingers. 

This evisceration has been strongly condemned in the past, but it 
has no disadvantages which are not more than equalled by the prac- 
tice of blindly searching in the abdomen with the hand. 

After the obstruction has been relieved, if it can be, it may be 
well that such a coil of gut should be evacuated by an incision longi- 
tudinally which will allow the escape of gas and fluid faeces. 

Time should be allowed for nature to take advantage of this means 
of relief. At first there will be a free gush of gas and fluid which 
will empty the coil in the vicinity of the incision ; then there may be 
several minutes of quiescence ; but after a time another escape of gas 
will show that the bowel in the vicinity of the first coil is regaining 
its muscular power, and this may be repeated several times. Smith 
advises this in every case of great distention as a routine practice, de- 
voting sometimes an hour to it after discontinuing the anaesthetic and 
inserting the parietal sutures. When the distention has been relieved 
the incision in the bowel is closed by a Lembert suture, the gut is re- 
duced, and the abdominal wound closed. 

There is hardly any operation upon the intestine which may not 
become necessary in the course of the relief of an intestinal obstruc- 
tion, and the technique of most of these will be described under the 
chapter on Artificial Anus. 

When the invagination has occurred in the rectum — that is, when 
the upper part of the rectum has become telescoped into the lower 
and has appeared as a prolapsed mass outside of the anus — the case 
may still be relievable by the methods of reduction and taxis. The 
mass must be replaced by a process exactly the reverse of the one by 
which it came down, the most dependent portion being first carried 
into the body and the entanglement unfolded in this way. In a child, 
with the assistance of anaesthesia, the inverted position, and gentle 
manipulation with the fingers, or possibly with a soft bougie, this 
may sometimes be accomplished when the point of constriction is low 
down near the anus. 

In cases, whether of adults or of children, in which the constriction is 
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still higher in the intestine, and manipulation with the hand or bougie 
is out of the question, various other mechanical means may be tried 
with a prospect of success. These consist in applying indirect press- 
ure to the invaginated portion and to the constricting part by means 
of copious injections of water or hydrogen gas. 

With regard to laparotomy a distinction must again be made be- 
tween children and adults. In children the disease runs an acute 
course, often fatal in forty-eight hours, and what is to be done must 
be done as soon as possible. If, therefore, insufflation or injections 
fail after a fair trial, nothing remains but to open the abdomen. It 
is useless to hope for spontaneous reduction or gangrenous separation 
in a child. Quoting Treves once more, spontaneous elimination oc- 
curs in only two per cent of cases during the first year of life, in only 
six per cent between the ages of two and five, and forty per cent of 
all cases of spontaneous elimination are subsequently fatal. 

Laparotomy in a young child holds out a fair chance of success, 
and the earlier it is done the better the prospect. 

On this point Wiggins' study of one hundred and three collected 
cases gives much valuable information. 

Laparotomy was performed in this group of cases sixty-four times, 
resulting successfully in 32.8 per cent. The average hour from onset 
to time of operation was the forty-fourth. The average age was six 
and one- half months. 

In Wiggins' tables there is one successful case of laparotomy at 
the age of three months by Howit. I have, happily, since those 
tables were published, been able to add another of the same age, and 
these two are, as far as I know, the only ones recorded. My own case 
was seen within a few hours of the onset of the trouble, and the diag- 
nosis was clear from the presence of the mass in the rectum. No time 
was spent in attempts at reduction and the abdomen was opened im- 
mediately. To this fact the good result is chiefly to be attributed. 

In adults the operation is as positively called for as in children. 
The mortality of the disease is seventy per cent, and this has been 
greatly diminished by early operation. The cases which result in re- 
covery are those in which spontaneous reduction occurs, and not those 
which become chronic, or in which gangrenous elimination takes 
place, for both of these generally end fatally after a time. 

After opening the abdomen the first attempt should be toward re- 
ducing the invagination. This will almost always l>e impossible by 
any amount of traction from above, even in cases in which it can easily 
be effected by pressure on the apex from below. The gut should be 
encircled by the fingers of one hand just below the apex, while the 
whole tumor is held in the other, and gentle pressure used to express 
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the contained from the ensheathing portion from below upward. If 
the conditions are such as to render reduction possible, there will 
probably be no gangrenous gut, and the abdomen should be closed as 
rapidly as possible, and every effort directed toward overcoming the 
shock which is always present. 

In case of failure to effect reduction, there are several courses to 
be considered. An artificial anus may be formed in healthy gut above 




Fio. 104.- MaunselTs Operation Applied to Intussusception. 

the disease, but this will, in many cases, carry with it inevitable death 
from inanition, if the condition be allowed to remain. This plan of 
treatment is therefore only a temporary expedient for carrying the 
patient over the shock of the condition and allowing nature to com- 
plete the elimination of the diseased parts, and involves always the 
idea of subsequent operation, should the patient survive. 

Maunsell's plan of end-to-end suture may be used after opening 
the sheath and cutting off the contained gut as shown in Fig. 104. 
After opening the sheath between the points C C the contained mass 
is drawn out, transfixed with two large needles threaded with silk as 
shown in cut, and excised just beyond them. The four sutures thus 
in place are immediately tied and enough more of the same sort intro 
duced to secure perfect apposition. After this is completed reduction 
should be attempted by gentle traction on the receiving portion and 
separation of adhesions at the neck. Should this be successful a layer 
of Lembert sutures may be applied around the point of junction, which 
will now be at a considerable distance from the longitudinal incision, 
for additional safety. 
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If for any reason Maunseli's operation is impracticable, an ordi- 
nary end-to-end anastomosis after resection of the tumor may be done, 
or a lateral anastomosis, preferably by Abbe's method. 

The operation of excision with any form of anastomosis, though it 
may be successful in an adult, holds out little hope for a child with 
acute intussusception. The operatiou is long and severe, the shock 
necessarily great, and the patient in no condition to withstand so rad- 
ical a measure. There is, as far as I know, no successful case under 
one year of age. 

In the treatment of gangrenous intussusception any palliative 
operation which does not remove the gangrenous intestine exposes the 
patient merely to death from infection. 

There is always a tendency on the part of an intussusception to 
recur after reduction, and to avoid this accident it is a good rule to 
anchor the intussusceptum to the abdominal wall by a few peritoneal 
sutures at the site of the incision. 
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CHAPTER XII. 

THE FORMATION AND CLOSURE OF ARTIFICIAL ANUS. 

The indications for the formation of an artificial anus, which are 
most frequently met in connection with rectal surgery, are: 

Congenital malformations. 

Intestino-vesical and intestino-vaginal fistulse. 

Severe ulceration of the rectum. 

Cancer of the rectum. 

Intestinal obstruction. 

Some of these have already been described. 

The cases of severe, non-malignant ulceration of the rectum, with or 
without fistulae, which are incurable by topical treatment, offer an- 
other indication for the formation of an artificial anus. These ulcers 
are many of them as incurable as though they were cancerous. They 
are generally, after a certain time, associated with stricture, and the 
patient is worn out by chronic intestinal obstruction joined to the ex- 
haustion occasioned by the ulceration with its pain and tenesmus. 

Colostomy in these cases will prolong life indefinitely by relieving 
obstruction if it exists, and by allowing the rectum to become quies- 
cent by giving another outlet for the faeces. Ulcerations which have 
resisted all local treatment will heal by this means ; and should they 
not heal, will cease to exhaust the patient by pain, tenesmus, and loss 
of sleep. 

So much may be gained by colostomy in almost any case. At the 
same time the method is not curative but only palliative, and the 
question of complete removal of the diseased rectum by excision is 
always to be considered (see Stricture). 

In cancer of the rectum the indications for colostomy are very clear, 
and there seems to be a growing tendency to earlier operation, though 
in this surgeons will differ according as they have greater or less faith 
in certain other palliative measures. The result of my own study 
and experience is tending more and more to convince me of the ad- 
vantages of early operation in prolonging life beyond what can possi- 
bly be expected when the disease is left to its own course. 

The statistics of every operator will vary according to the class of 
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cases upon which he operates. Bryant, for example, the man who 
has done more than any other to advance the operation, reports a very 
heavy mortality, taking all of his cases together; but he evidently 
operates to save life on all the cases in which it is plainly indicated, 
regardless of the condition of the patient or the looks of his statistics. 

It is always easy to estimate the risk of the operation beforehand 
from the condition of the patient. 

As to the benefits arising from the operation, too much can 
scarcely be said. That it prolongs life by relieving pain, prevent- 
ing obstruction, and retarding the growth of cancerous disease, is 
beyond question. That it substitutes in many cases a painless death 
for one of great agony is also indisputable. The idea that it is as well 
to let a patient die as to subject him to a colostomy has no supporters 
among surgeons who have had any experience with these cases. 

I can only say that, after trying every other means of treatment 
and being obliged to admit the fruitlessness of them all except extir- 
pation, I came very early to admit the great benefits of colostomy, 
and have never performed it in any case in which either the patient 
or myself has afterward regretted it. 

There can be no argument in favor of colostomy so strong as a 
single experience with a case of cancer of the rectum left to its own 
course and termination in fatal obstruction ; and I think that no mat- 
ter how strong one's prejudice against an artificial anus may be, a 
single case of this kind will convert him. There is no more painful 
death, and no class of cases in which the surgeon appears at a more 
hopeless disadvantage. 

Colostomy should not, however, be looked upon merely as a means 
of preventing obstruction or of overcoming it when actually present. 
The operation fulfils other indications, and though not a very danger- 
ous one when done early, the mortality is greatly increased by waiting 
till obstruction has set in. 

Again, delay may cost a patient his life, for the hour when a 
chronic obstruction will change into a fatal condition can never be 
foretold, and after acute obstruction has set in the dangers of colos- 
tomy are greatly increased. The operation should be advised as soon 
as the diagnosis is made, and the impossibility of complete removal 
not only of the rectum but all involved mesenteric glands is admitted. 
In this way life may be prolonged even after the disease has made 
very considerable progress, sometimes for several years. Two years 
may often be confidently promised, and three or five are not very ex- 
ceptional. 

The other cases in which it may be necessary to create an artificial 
anus are those of acute or chronic intestinal obstruction. 
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General Considerations. — Although the sigmoid is the best place to 
form an artificial anus, any portion of the large intestine will answer, 
and the ascending colon must sometimes from the nature of the disease 
be chosen instead of the descending. It can seldom be necessary to 
select the transverse colon, though I have found it so in an effort to 
make an artificial anus when the mesentery was generally invaded 
with secondary cancerous deposit. 

The parietal incision may therefore be made wherever the operator 
selects, although the point near the left anterior superior spine is 
the site of election. An artificial anus in the median line below the 
umbilicus answers very well, and when an exploratory incision has 
been made here or elsewhere and colostomy or enterostomy is found 
necessary, a second incision need not be made for that purpose. 

The direction of the incision is not of primary importance. The 
best artificial anus is that which least exposes to the danger of ven- 
tral hernia and gives the most sphincteric control. The gridiron in- 
cision makes too small an anus, and one with a constant tendency to 
contraction. Greig Smith, who has had considerable experience with 
the operation, recommends dividing the fibres of the external oblique 
and transversalis muscles and separating those of the internal oblique 
so that they can afterward be implanted intact directly into the serous 
surface of the bowel. 

If the peritoneal cavity is closed by suturing the serosa of the 
bowel to the parietal peritoneum and muscular tissue, no delay need 
occur before opening the gut ; and where the bowel seems to be dis- 
tended with solid or fluid faeces above the opening, the insertion of a 
large tube around which the dressings are closely packed will give 
relief and prevent fouling the dressings. 

The incision into the gut may be transverse down to the rod, when 
a rod is employed, or longitudinal along the convex border. The 
transverse incision Smith thinks makes the better anus. "The sides 
retract and become covered with epithelium. The spur and the 
surrounding mucous membrane protrude and form an anus very 
like the natural one. The opening into the lower bowel is small, 
but it is there, and almost on a level with that into the upper 
bowel." 

On no account should the lower opening be so closed or allowed to 
escape from the incision that the contents of the segment of gut 
between the incision and the anus cannot empty themselves upward 
should the natural passage become closed by the disease for which the 
operation is performed. This is not a theoretical objection, since I 
have had just such a case; and although so far the patient's closed 
rectum has each time succeeded in emptying itself of accumulated 
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discharge after a severe struggle, I can easily foresee reopening tLe 
abdomen and bringing the closed pouch to the surface. 

Personally I prefer always to complete the operation at one sitting 
and to incise the gut longitudinally, the longer part of the incision 
being above the rod or suspensory suture so that the proximal orifice 
shall be at least twice the size of that into the distal end of the gut. 

Lumbar Colostomy. — Against the operation of lumbar colostomy 
there have always been several serious objections. The ground on 
which it was advocated, that by it the colon could be reached behind 
the peritoneum, was often false, for the peritoneum was frequently 
wounded in the attempt to reach the gut. The anus thus formed is 
awkwardly placed for the patient, so that he can exercise but little 
care over it without assistance. The operation of closing the fecal 
fistula thus formed is a very difficult one. 

In children the loin operation presents still greater difficulties, for 
the undeveloped state of the colon renders it much more difficult to 
find than in adults; it presents many variations in position, and the 
relatively large size of the kidney greatly decreases the space in which 
the operator is obliged to search. In the child, too, the descending 
colon is almost completely surrounded by peritoneum. 

In fact, the lumbar operation owed its popularity entirely to the 
false dread which so long existed against incising the peritoneum. 
This dread, and the surgery based upon it, have fortunately become 
things of the paSt. 

Left Inguinal Colostomy. — This operation permits also of considera- 
ble choice in the part of the sigmoid flexure to be opened. The open- 
ing may be made low down toward the rectum or high up toward the 
colon — so high that only a few inches of the gut shall intervene be- 
tween the opening in the groin and the place that would be occupied 
by one in the loin; and should the descending colon be found dis- 
eased, the transverse may be easily drawn over to this incision and 
opened. 

The incision, Fig. 105, should be two and a half inches long, two 
inches from the anterior superior spine, and across an imaginary line 
from the anterior superior spine to the umbilicus. 

Open the peritoneum between two pairs of forceps in the usual 
manner. Catch and hold its free cut edge at the lower and upper 
angles of the incision and at two points between on each side, leaving 
the six forceps attached. Pass a Hagedorn needle threaded with silk- 
worm gut and armed with a perforated shot at the end completely 
through the abdominal wall from without inward at a point one inch 
from the free margin of the incision toward the median line, and 
rather nearer the lower than the upper angle of the wound. Brii:g 
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the needle out of the cut and lay it still threaded on the abdomen. 
Next find the sigmoid flexure and bring a knuckle of it out of the 
wound. Hold this piece of gut between the fingers of the left hand 
and pass the threaded needle through its mesentery as near as possible 
to the gut without wounding it. Then carry the needle through the 



Fig. 105. - Inguinal Colostomy. 



abdominal wall from within outward at a point corresponding to the 
point of entrance, only on the opposite side of the incision, draw it 
taut, and secure it with a perforated shot. 

In this way a suture is passed under the gut, which will cause it 



Fio. 106.— Inguinal Colostomy. 

to bend sharply, and at the same time the sides of the incision are 
drawn together and firmly held. 

Next suture the gut to the cut edges of the peritoneum of the inci- 
sion, and both to the margins of the skin incision. Fine black thread 
is used for this purpose, and the stitch is passed first through the mar- 
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gin of the skin, next through the corresponding margin of the parietal 
peritoneum, and finally through the peritoneal and muscular wall of 
the gut (Fig. 107). The needle does not enter the cavity of the gut 
nor is the muscular layer of the abdomen included in the stitch. 

When such a stitch is tied the peritoneum of the gut will be 
brought into contact with the parietal peritoneum, and both with the 
margin of the skin ; and the general peritoneal cavity will be closed 
at this point. 

About eight such sutures should be passed, one at each end of the 
cut and three on each side. Whenever possible the stitch should in- 
clude the longitudinal band of the gut, which can always be plainly 



Fig. 107.— Inguinal Colostomy. 

seen. As the stitches are secured, the forceps holding the edges of 
the parietal peritoneum may be removed. 

In this way the selected knuckle of intestine drawn well out of the 
wound is firmly secured with peritoneum against peritoneum, the gen- 
eral peritoneal cavity is closed, and the strain is taken off the fine silk 
sutures by the silkworm suture passed through the whole thickness of 
the abdominal wall and under the intestine. Should any appendices 
epiploic® hang free in the wound they may now be tied off and cut 
away and the gut may be opened. This is best done with scissors. 
A small opening is made in the knuckle of intestine near the upper 
edge of the wound, a finger is passed into this for a guide, and the 
projecting part of the gut trimmed away down to within a quarter of 
an inch of the margin of the skin. 

When the bowel has been opened the appearance of ^ double- 
barrelled gun, shown in Fig. 106, with the lower orifice smaller than 
the upper, becomes evident. 
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The silkworm suture may be removed at the end of the fourth day, 
when firm adhesions have taken place ; the others may be left to find 
their own way out. The opening is dressed merely with a piece of 
sheet lint and vaselin, and pad and bandage. By the end of the tenth 
day the patient is generally up and about, and is convalescent in two 
or three weeks. 

It will occasionally happen, no matter how great care be taken in 
the formation of a spur, that faeces will pass the artificial opening and 
occupy the diseased rectum. This can be positively prevented only 
by completely dividing the gut, invaginating the lower end, and 
suturing the upper to the skin incision. This is not to be recom- 
mended for reasons already given except when it is intended subse- 
quently to remove the rectum and part of the sigmoid, or perhaps all 
of the terminal portion of the gut beyond the artificial anus. When 
the lower segment is to be dropped within the pelvis it should never 
be taken for granted that the gut presents in the wound in its natural 
position and direction. It may easily be reversed, and it must be ex- 
ceedingly awkward to invaginate the proximal end and stitch the dis- 
tal into the wound, as has happened. 

Much greater care is necessary in the technique of this operation 



Fig. 106. -Colostomy. Distal End of Gut Invaglnated. 

than in that just described. After the peritoneum has been incised 
and secured with six or eight artery forceps, it should be stitched to 
the skin all around the incision with a running suture of black silk. 

Next* the sigmoid should be found, its direction verified, and the 
desired loop brought out of the incision. The wound in the abdomen 
should then be completely closed with gauze to prevent soiling of the 
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peritoneum, and the bowel cut completely across down to the mesen- 
tery. The cut surfaces of mucous membrane should be carefully 
wiped with pieces of dry gauze till all traces of fecal matter have 
been removed. The proximal end is given to an assistant to hold, and 
the distal is invaginated and closed with a continuous Lembert suture 



Fig. 109.— Formation of Spur In Colostomy 

(Fig. 108). The packing is next removed from the wound, the in- 
vaginated end returned to the abdominal cavity, and the operator's 
left index finger passed into the proximal end as a guide, and held 
there until the suturing of this end to the margin of the wound is 
completed. A continuous suture of silk is best for this purpose, 
and the suture includes all the coats of the bowel, the edge of the 
peritoneum lining the incision, and the skin. A dressing of cotton 
and a body bandage are all that are necessary. 

Another way of securing a good spur is shown in Fig. 109. 

The operation requires a long mesentery, but is then easily accom- 
plished. One row of Lembert sutures is generally sufficient on each 
side, though many prefer a double row. The approximated surfaces 
should be at least two inches in length, and for this reason on account 
of the shortness of the mesentery the operation is often not practicable. 
16 
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Iii 11011 -malignant disease it is well in the operation to preserve as 
much of the circumference of the gut intact as possible, in case it 
should in the future be thought advisable to close the artificial anus. 
The only difference in operating to secure this end is to include less of 
the circumference of the gut in the row of sutures — making the open- 
ing only large enough to give a free outlet, and making the incision 
in the gut horizontal rather than transverse. 

After the operation the action of the bowel may be left to nature. 
Sometimes during the operation scybalous masses may be felt in the 
sigmoid flexure, and these are an additional indication that the large 
bowel is under the finger. If possible I always prefer to have these 
masses above rather than below the point of the gut to be opened, for 
their evacuation is then easy ; and when in the distal portion they 
cause pain by their presence and may have to be washed down and 
out with the syringe. 

The first evacuation may occur immediately the bowel is opened, 
or may be delayed several days or even a week. In the latter cases 
there have probably been chronic dilatation and obstruction, and some 
time is required for the muscular wall to recover its tone. 

With regard to the artificial anus, cases of sphincteric action have 
been reported, but it is safer not to promise so favorable a condition. 
In none of my cases have I seen anything that could properly be called 
voluntary control of the evacuations. This does not, however, imply 
that these patients are troubled with a constant involuntary evacua- 
tion of faeces, for such is not the case. I have one patient, indeed, 
who never has a movement more than once a week, and only after a 
laxative. 

When the patient has diarrhoea there will be a constant discharge 
of fluid faeces till the diarrhoea is checked ; but under ordinary condi- 
tions the bowel can be trained to move at a regular time each day, the 
patient is easily able to care for the evacuation, and is then comfort- 
able for the balance of the day. Both men and women are able to at- 
tend to their duties and enjoy a fair degree of health ; and in cancer- 
ous disease I have had several patients live beyond four years from 
the time of operation. 

I have had some curious experiences with this operation, which 
may be of interest. The greatest practical difficulty I have ever met, 
and that has been met more than once, is to find the sigmoid flexure 
so bound down into the iliac fossa, either by an absence of the normal 
mesentery or by old adhesions, as to render it difficult to bring it up 
into the incision and stitch it there so as to make a good anus. 

This difficulty, though detracting from the accuracy and beauty of 
the performance of the operation, has never but once been insur 
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mountable, except in so far as it interferes with the formation of a 
spur. In that case sigmoid flexure and mesentery were both so in- 
volved in cancerous disease that I preferred to open the transverse 
colon and stitch it to the incision. 

A very untoward accident happened in another case. The only 
thing noteworthy about the operation was that the gut was very thin 
from old dilatation and obstruction, and that the intestine was mod- 
erately full of gas and solid faeces. When putting in the sutures I 
remarked on the abnormal thinness of the gut, and, as far as possible, 
these were placed in the longitudinal bands, in order to secure as 
much strength as possible. 

Twenty-four hours later my assistant made the usual visit in my 
place, and was informed by the nurse that about an hour before his 
arrival there had been a sudden gush of serum which had saturated 
the dressings. Such an unusual occurrence led him to remove the 
layer of cotton with which the abdomen was covered, and exposed 
the fact that about five feet of small bowel were outside of the abdo- 
men and firinly strangulated by the abdominal wound. The gut was 
cold, but on cutting the silkworm suture the circulation at once re- 
turned and the mass was reduced without great difficulty. On my 
arrival I found the sigmoid still fastened to the incision as at the time 
of operation, except where three of the sutures had torn out, and 
through this unprotected point the protrusion had occurred. Sutures 
were passed through the entire thickness of the gut on that side, and, 
when it was once more firmly secured, it was opened to prevent fur- 
ther accident. The man made an uninterruptedly good recovery. 

This same accident happened also in one other case, and ended 
fatally from the gross carelessness of the house physician in the hospi- 
tal. The evisceration was not discovered till it had been out many 
hours, and the patient was in collapse. Both cases were due to the 
effort to dispense with as many sutures as possible, and thus shorten 
the time of the operation. This is my only case in which a fatal re- 
sult has been due directly to the operation. 

Another case was unsuccessful, but from no fault of the operation. 
The patient was over sixty and much exhausted with the cancerous 
disease. When the abdomen was opened it was found partially filled 
with serum; the iutestinewas greatly congested, and the entire mesen- 
tery was infiltrated with cancer. There were no distended coils of 
gut, both large and small bowel being empty and contracted. It was 
with great difficulty that a piece of the sigmoid flexure could be 
stitched into the abdominal incision, so closely was it bound down by 
cancerous infiltration of the mesentery, and a loop of small intestine 
which also appeared in the wound was only a trifle more movable. 
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The large intestine was chosen and with difficulty sutured, the muscu- 
lar layer being very friable. The patient did well for forty hours, 
when severe vomiting began and the temperature steadily rose to 105° 
with signs of collapse. 

The wound was examined and found in good shape ; the bowel was 
incised, but there was no escape of gas as is usual, and only a small 
quantity of faeces was found by introducing the finger into the proxi- 
mal end. Death followed in a few hours, with all the symptoms of 
collapse, and on opening the abdomen a complete obstruction with 
a gangrenous loop was found in the large intestine at the splenic 
flexure. 

The obstruction was due to a baud of cancerous mesentery which 
had caused a sharp flexure in the gut, which flexure was completely 
obstructed by a small scybalous mass. Although the obstruction had 
been fatal in less than twelve hours, there was no great distention of 
the large intestine above the obstructed point; and though I had 
opened the gut as soon as the vomiting began, under the impression 
that the symptoms might be due to the complete obstruction caused 
by the operation, the failure to find any obstruction at the wound, 
joined to the fact of a temperature of 105°, led me to suppose that 
the patient was dying of septic peritonitis. 

In some cases, after the operation an annoying prolapse of mucous 
membrane will occur. This has seldom been an element of trouble in 
any of my cases, and I attribute the fact to the drawing down of the 
upper part of the coil firmly before attaching it to the skin. The 
prolapse may, however, come from either the proximal or the distal 
portion of the gut or from both, and may reach such a degree as to 
demand further operative interference. 

Under such circumstances, rather than amputate the prolapsed 
gut, I prefer to reopen the abdomen at the side of the original incision 
by prolonging it an inch or so at either the upper or lower end, dis- 
sect the gut entirely loose from its attachments, divide it across, trim 
the distal end, invaginate it, and drop it into the pelvis; and then, 
after trimming the proximal end, attach that to the abdominal wall 
and close the remainder of the abdominal incision. This has worked 
well in the few cases in which I have been called upon to relieve the 
condition. 

Colostomy by Maydl's Method. — This is a simple and rapid method 
of operating which gives a very good result. It must not, however, 
be made too simple, for accidents have occurred from the attempt to 
shorten the technique beyond the point of safety. 

Quoting from Eeclus, the operation may be described in brief as 
follows: "There is nothing special to note in the line of incision 
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above Poupart's ligament, in the opening of the abdominal cavity, 
and in the seizing and drawing outside of a loop of intestine; this 
loop should be drawn out far enough for the mesentery to appear. 
From this point the special details of the operation begin. The 
mesentery is pierced close to the intestine, and through the aperture 
is passed a stiff rod previously rendered thoroughly aseptic. A new 
exploring bougie, goose-quill, or caoutchouc rod wrapped in iodoform 
gauze, will do. The loop of the intestine is thus secured on the out- 
side, and cannot be drawn back into the abdomen by the traction of 
the mesentery or by movements of the diaphragm. Maydl then 
sutures the two ends of the intestine by a double row of sutures, one 
in front and the other behind, and leaves the intestine in the wound, 
after having surrounded and protected it by pieces of iodoform gauze. 

"At the end of four, five, or six days a transverse incision through 
one-third of the circumference of the intestine is made with the 
thermo-cautery, and the escape of gas which takes place through this 
opening is quite sufficient to give the patient ease. * 

"After fourteen days what remains of the intestine beyond the rod 
which perforates the mesentery is removed. This rod thus serves both 
to sustain the intestine and as a guide. The edges of the intestine 
may then be sutured to the skin." 

Eeclus modified the operation by omitting the suturing of the in- 
testine to the skin, and thus shortened the time very decidedly. 

"Operating without chloroform and with cocaine as an anaesthetic 
he finds that in five, six, or at most seven minutes, he can incise the 
abdominal wall, seize the sigmoid flexure, and draw a loop of it out- 
side, transfix the mesentery close to the intestine with a thoroughly 
aseptic bougie, and thus complete the first stage of the operation. On 
the fourth or fifth day the loop of intestine is slit up, and on the tenth 
excised." 

There is but one objection to this method, and that is that it is not 
always possible in the sigmoid flexure because the sigmoid mesentery 
is sometimes too short to permit of the gut being delivered through 
an abdominal incision. 

There is, however, a very decided objection to the modification of 
it by Keclus which consists in omitting the suturing, for by this omis- 
sion a hernia of small bowel through the incision by the side of the 
large bowel is invited. This is not a theoretical objection. The acci- 
dent has been fatal, although much may be done to prevent it by the 
proper application of a graduated compress around the incision. 

After-treatment. — Many pads and trusses have been invented to add 
to the comfort of a patient with artificial anus, but as a rule a patient 
whose passages are regular and of solid consistency is more comfort- 
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able with a simple pad of cotton and a wide abdominal belt of muslin 
or canvas than with any truss. A cup-shaped soft-rubber cap at- 
tached to a belt will serve to collect small fecal masses in some cases 
and will not cause irritation, and where there is diarrhoea or prolapse 
of the mucous membrane a soft-rubber ball may be passed into the 
bowel and inflated. 

One of my patients had made for himself a soft-rubber, thin bag 
attached to a metal ring which was strapped tightly over the opening 
and which he wore for many hours daily without leakage; and an- 
other had a flat dish of aluminum much like a large and deep saucer, 
which answered the same purpose and gave great satisfaction. 

I have never found it advisable or necessary to use any sort of 
plug either to keep the anus open or to prevent the escape of faeces. 

When there is too much contraction dilatation may be resorted to, 
and I have sometimes incised the upper edge of the wound, and, after 
everting the mucosa, have stitched it to the skin to prevent recontrac- 
tion. But as a rule these patients are very comfortable and able to 
enjoy life with only slight annoyance. 

Enterostomy. — Enterostomy is the general term for making an open- 
ing in the intestine anywhere, which is intended to remain for a con- 
siderable length of time, while colostomy applies to the same operation 
as done upon the large bowel. The technique is the same in both 
cases, and both operations may be done by either plan described 
under colostomy. 

In some cases, however, it may be impossible for the operator to 
say positively at the time of the operation whether the opening is to 
be permanent as in cancer, or may be closed after a longer or shorter 
time, as in ulceration or some forms of obstruction ; and unless this 
can be decided positively it is evidently better to select that form of 
operation which most easily permits of subsequent closure. 

Whether this will be fouud to be the operation of Maydl and 
Reclus over a rod, or the older operation by suturing the parietal to 
the visceral peritoneum after the formation of a spur, may be matter 
for discussion. My own preference is for the older method because 
of its greater safety than the rod without sutures, and for a longitudi- 
nal incision of some length along the convex surface of the exposed 
knuckle of intestine without any paring away of the gut to bring it 
down to the margin of the skin. 

Enierotomy. — Enterotomy is distinguished from enterostomy or 
colostomy by the fact that the opening into Ihe bowel is only tempo- 
rary and not permanent. Still the word temporary is comparative, 
and such an opening may be closed almost as soon as the bowel has 
been emptied of flatus or may remain open some weeks. 
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Indications. — The conditions calling for enterotomy are thus con- 
cisely enumerated by Greig Smith : 

1. In desperate cases of obstruction where there is imminent risk 
of death from abdominal distention, vomiting, and toxic poisoning. 
The first coil of intestine is brought to the surface and incised without 
regard to the nature of the obstruction. 

2. In cases of operation after the cause of obstruction has been 
removed, in which there is excessive local but not general distention, 
evacuation of intestinal contents may be carried out through an inci- 
sion in the bowel which is immediately sutured. 

3. In cases of operation in which the cause of obstruction has been 
removed, but may recur (as in volvulus), or in which there is great 
and general distention, drainage of liquid or of gaseous intestinal con- 
tents is provided for so as to continue one or more days. In this case 
a tube is fixed in the bowel, and provision is made for its subsequent 
removal with closure of the wound. 

To these indications must be added the cases in which enterotomy is 
performed merely as a safeguard to prevent the contact of faeces with 
the site of an operation lower in the canal, as in intestinal anastomosis 
or resection of malignant growths. 

Enterotomy with Immediate Closure. — In cases of great distention 
the gut may be incised for the sake of giving exit to gas and fecal 
matter either before or after the cause of the obstruction has been 
found and overcome. A free longitudinal incision an inch long on 
the convex surface of the gut is better than any number of punctures 
with a trocar, and much less dangerous. 

The first distended coil of gut presenting through the parietal inci- 
sion is taken between the fingers of the left hand and drawn away 
from the wound, which is packed carefully around it with iodoform 
gauze. With knife or scissors an incision is made along the unat- 
tached border, and gas and faeces are allowed to escape, every care being 
taken not to soil the wound. Considerable time should be allowed for 
the intestine to regain its contractile power, for if the distention be 
very great only the coils nearest the incision will at first empty them- 
selves, and several minutes may elapse before a second gush of gas 
and faeces indicates that peristalsis is forcing along more intestinal 
contents. The process may be somewhat hastened by gentle friction 
and palpation of the abdomen. 

When all has escaped that seems likely to do so without too great 
expense of time, the incision in the bowel maybe closed with a continu- 
ous Lembert suture of fine black silk, and the gut irrigated and restored. 

It will sometimes happen that a second opening at a considerable 
distance from the first may be made with advantage. 
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Enterostomy with Closure After an Interval. — In these cases drainage 
is best secured by introducing a piece of rubber tubing into the prox- 
imal end of the bowel and fastening the gut around it so that it can- 
not slip off. No hard tube will answer so well or cause so little irri- 
tation as one of soft rubber, the size of a medium catheter for the 
small bowel, and of the index finger for the large. 

The knuckle of intestine is drawn out of the abdominal wound to 
the extent of an inch after the parietal sutures have been put in posi- 
tion ready for tying. While the gut is held firmly it is nicked just 
sufficiently to admit the tube. With two pairs of fine mouse-toothed 
forceps the mucous membrane is caught through the nick and the 



B 

Fig. 110.— Temporary Enterostomy. 

opening separated just enough to permit the passage of the tube, which 
should enter the gut for about two inches. It is best secured by a 
running suture and pin through the tubing, as shown in Fig. 110, as 
by this arrangement there is no strangulation and sloughing of the 
part surrounded by the ligature. The loop is then irrigated and re- 
turned into the abdomen with the exception of about an inch which is 
left outside. The point where the bowel is attached to the tube should 
remain outside the abdomen. The parietal sutures are then tied, with 
the exception of those intended to close the small opening which will 
be left when the remainder of the loop of bowel is returned to the 
abdomen. 

The dressing is important, as it must be such as will not adhere to 
the loop of gut and so applied as to prevent hernia through the 
wound. The gut and parietal incision should first be carefully cov- 
ered with rubber tissue. Around this iodoform gauze should be 
packed tightly enough to prevent extrusion of the intestine, and it 
should pass under and around the transfixing pin so as to prevent its 
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sliding either in or out. Strips of adhesive plaster should hold the 
whole in place, and the tube should pass through an aperture in one of 
them to some receptacle for the gas and faeces on the floor by the bed. 
When the tube is removed the opening that remains must be closed 
by Lembert sutures and the final suturing of the abdominal parieties 
completed. Such drainage of the intestine may be kept up for several 
days when necessary. 




Fio. 111.— Condition of Bowel After Colostomy, Showing Septum and Course of Faeces. 

The Closure of Artificial Anus and Fecal Fistula. — An artificial anus 
is now so frequently made as a temporary measure of safety in the 
performance of more serious surgical operations upon the alimentary 
canal, or to tide a patient over the stage of collapse in intestinal ob- 
struction, that its subsequent closure becomes a matter of frequent 
necessity. 

The old operation for closure of an artificial anus consisted first in 
destroying the spur by sloughing produced by pressure forceps (Figs. 
Ill and 112), and then closing the opening by a plastic operation. 

With the bolder surgery of to-day we sometimes do what was then 
unknown — resect the ends of the gut and form a new anastomosis ; but 
in many cases this may be avoided and the opening closed without 



Fio. 112.— Enterotome of Dupuytren in Position. 

opening the peritoneum. The possibility of doing this depends largely 
upon the amount of intestinal wall which has been sacrificed in the 
formation of the artificial anus. 

Szymanowski's operation for the closure of urethro-perineal fis- 
tula may also be applied to the closure of artificial anus. The steps 
in the operation are as follows: 

A single straight incision is made, from A, three-quarters of an 



Digitized by 



Google 



250 



SURGERY OP THE RECTUM. 



inch in front of, to B, three-quarters of an inch behind, the fistula 
(Fig. 113). This incision passes through skin and superficial fascia, 
and closely skirts the right side of the fistula. The edge of this inci- 
sion is raised, and, working with a small blade to the patient's right 




Fig. 118.— Ozymanowskl's Operation. 
First stage. 



Fig. 114.— Ozymanowskl's Operation. 
Second stage. 



side, the skin and fascia are undermined until a pocket is formed in- 
cluding the area A C B F, the right edge of the pocket being indi- 
cated by the dotted line A C B (Fig. 114). 

On the opposite side a curved incision, A D B, is then made, the 
greatest width of the flap thus marked out being three-quarters of an 
inch to one inch. 

A A 





Fig. 116.— 8zymanowBkl'8 Operation. 
Third stage. 



Fig. U6.— SzymanowskTs Operation. 
Fourth stage. 



This flap must be generous and should include a good padding of 
fascia, as when it is lifted the shrinkage is great. 

Before lifting the flap a thin layer of skin is removed from its 
surface. This is best done with small curved scissors, the superficial 
layer of skin being rapidly chipped off. 
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The freshening process is carefully extended over the entire area 
A D B F> excepting over a surface a little larger than the fistula, and 
immediately next to it. 

The flap A D B is then dissected up close to the median line and 
inverted, its attached edge acting as a hinge and as a medium for blood 
supply (Fig. 114). 

Five or six fine catgut sutures are passed through the skin at 
different points a little beyond the dotted line A C B, into the pocket, 
and then through the free edge of the flap, and then back into the 
pocket and out through the skin. Five or six loops are thus formed, 
by drawing upon which the flap is closely drawn down to the bottom 
of the pocket, and the free ends of the loops are tied (see Fig. 115). 
Two or three sutures of catgut are now passed with a curved needle 
through the upper surface of the inverted flap so as firmly to bind it 




Fie. U7.— Banks' Method of Reducing Spur and Dilating Contracted Anns. 

to the parts beneath. Sometimes with interrupted and sometimes 
with a continuous catgut suture the free edge, A F B, is now securely 
fastened to the edge ABB. 

In case a spur exists which is sufficient to cause obstruction after 
the bowel has been closed by a plastic operation, Banks' method of 
reducing it by elastic pressure is better than the old plan with the 
enterotome. The method is shown in Fig. 117, and consists in passing 
a piece of rubber tubing into the bowel through which is passed a 
piece of aluminum wire to prevent its escape. The wire is passed 
into the wall of the tube, but not within its calibre, and is bent over 
the abdominal wall as shown in the cut. The presence of the rubber 
tubing, which should be left in situ for several days, will excite consid- 
erable pain and discharge, and opium may be necessary. 

The spur may also be excised and the section immediately sutured 
when it is sufficiently long to cause trouble, as is recommended by 
Bicholet. 

The operation of Greig Smith for the closure of artificial anus is 
essentially the same as that for fecal fistula, and is described as 
follows: 
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"The operation is begun as in that for fistula, by making incisions 
along the direction of the chief muscular fibres on each side of the 
opening down to the subperitoneal tissue. The length of the incision 
will vary according to the thickness of the parietes, but will be shorter 
than two inches on each side of the anus. The knife is carried around 
the gut adherent to the parietes, liberating it thoroughly. The peri- 
toneum with its areolar tissue is 
B separated from the overlaying mus- 

- cle all around over a circle of two 

inches radius or more. The bowel 

- with its adherent parietal peritone- 
, D am is then delivered through the 

incision. All superfluous pieces of 
tissue are removed and the gut is 
ready for suture. 

"Usually union is best made 
transversely. If there has been re- 
section of gut transverse suturing 
is essential. If there has been only 
incision of bowel, as in colostomy 
or enterostomy, suture may be lon- 
gitudinal ; but even here it is per- 
haps best done transversely. I 
have succeeded equally well by 
each method. 

"Sutures are carefully placed 
by Lembert's method from behind 
forward. Particular care is given 
to deep suturing. A good hold of 
the tissues is taken, and each stitch must bring about accurate appo- 
sition. A single or double row of sutures is placed over the deep 
row, and here also perfect closure, without undue compression, must 
be secured. Tension may be avoided by complete liberation of the 
bowel from surrounding adhesions, and by further tripping of parie- 
tal peritoneum. The gut is closed exactly as in enterorraphy by 
Lembert's method inside the peritoneum; only there being more avail- 
able tissue for union, a more extensive grip is taken by each suture." 
It is noticeable that in this operation there is no serosa to close 
over the opening as in healthy normal gut, but the closure must be 
effected by the apposition of freshened tissue often cicatricial. Smith 
holds that the best answer to any such objection is the practical one 
that union is just as easy by junction of rawed surfaces as of intact 
serous surfaces, and he believes more perfect. 




Fig. 118.— Broken line in upper diagram shows 
Incision around gut forming anus, and in 
subperitoneal areolar tissue. Lower diagram 
shows sutures in place, and operation finished. 
(Smith.) 
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Resection for Artificial Anus. — This outside of the mere loosening 
of the gut from its adhesions to the abdominal wall is the same as an 
intestinal resection and anastomosis elsewhere. The first step is to 
gain admission to the free peritoneal cavity at a point near the open- 
ing in the gut, and I have usually found that incisions upward and 
downward from the edges of the anus, each about an inch in length, 
would answer the purpose nicely, besides permitting of better closure 
of the parietal wound after the intestinal anastomosis was completed. 
Senn has advised the complete closure of the opening in the gut by a 
row of sutures before entering the peritoneum, as the best protective 
against sepsis. 

In old cases of artificial anus there is apt to be a tendency toward 
hernia at the site of the incision; not hernia of the gut which consti- 
tutes the artificial anus, but of other bowel through the same weak 
point in the parietes. This should render the surgeon all the more 
careful in the approximation of homologous structures in closing the 
parietal incision. Any form of anastomosis which the operator may 
prefer may be used for uniting the intestine, although I have never 
seen a case in which lateral anastomosis seemed to me preferable to 
simple end-to-end anastomosis by suture. 

Fecal Fistula. — The distinction between an artificial anus and a 
fecal fistula is usually considered to be that the former is made inten- 
tionally by the surgeon, while the latter is the result of a pathological 
process which has destroyed a portion of the canal of greater or less 
extent. Many an attempt to form a useful artificial anus has resulted, 
however, merely in the production of a fecal fistula which it is very 
difficult to keep from closing spontaneously. 

Fecal fistula may result from many causes, the most frequent of 
which are traumatism to the intestine in the performance of pelvic 
surgery and abscesses in the pelvis or around the appendix. 

The abscess may be the primary cause of the trouble resulting in 
perforation of the gut, in which case the fecal fistula may already 
exist before the abscess is evacuated by the surgeon ; or the perfora- 
tion of the gut from ulceration or from traumatism in an abdominal or 
pelvic operation may precede the formation of the abscess. 

Other known causes of fecal fistula are : Strangulation of the gut 
in hernia ; foreign bodies ; gunshot or penetrating wounds ; cancerous 
deposits ; actinomycosis in the intestine. The complicating condition 
in the treatment of fecal fistula is the presence of the abscess cavity. 
Were it not for this a simple plastic operation would cure most of 
those which do not close spontaneously or are not dtje to cancerous 
destruction; and the treatment often divides itself necessarily into 
two factors, the cure of the abscess and the closure of the fistula. 
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Many fistulse of this kind close spontaneously or with stimulating 
the cutaneous orifice. These are the ones in which nature has fortu- 
nately failed to bring the gut close to the skin and line the external 
orifice with mucous membrane, as it is always the object of the sur- 
geon to do in the formation of an artificial anus. 

Treatment is therefore carried out on the following principles: 

Before any operation is undertaken time should be given for the 
fistulous tract to close spontaneously or as a result of stimulation. 

Should the discharge of pus indicate a considerable abscess cavity 
this should be opened and drained, and every effort made to induce it 
to heal, in the hope that the opening into the gut may also close. 

Should these measures fail the fistula must be laid open from the 
skin to the gut, the abscess cavity cleaned out with as great protection 
to the general peritoneum as possible, and the opening into the gut 
freshened and sutured if possible, or else resected. 

The presence of the abscess and consequent infection of the general 
peritoneum is the cause of the high mortality in this procedure, and 
hence it is not to be recommended till all other methods have 
failed. 

Should the fistula be in the small bowel and free, rapid emaciation 
may compel operation. In the large bowel, however, the patient may 
have so little discomfort that radical operation need not be urged. 

In cases in which the bowel does not protrude through the opening 
and there is only a slight spur, if any — in other words, when a simple 
fistula lined with granulations leads from the skin to the bowel — the 
following method of operating described by Greig Smith is the pref- 
erable one. After scraping away the granulations and passing a 
sponge tied to a string down to the gut to prevent leakage, two inci- 
sions are made in the parietes, with the fistula as centre, down to the 
subperitoneal areolar tissue. "Their direction is to be guided by that 
of the principal muscular fibres in the parietes, so as to avoid their 
division and thus minimize weakening of the parietes. A fistula in 
the middle line would have vertical incisions above and below it ; in 
the loin it would be vertical or oblique, as we desire to preserve the 
fibres of the internal oblique muscle or external oblique muscle and 
aponeuroses. The incision comes up to, but does not pass through, the 
fistula; it is carried around the fistula; the fistula with the cicatricial 
tissue surrounding it is bodily removed. The parietal incision goes 
down to the subperitoneal areolar and fatty tissue, but does not go 
through it. Then with the finger and scissors the parietal peritoneum 
with its fat is detached from the muscle all around the fistula for a 
distance of from one to two inches. When the separation is com- 
plete, the fistulous tract is removed down to the gut. The bowel re- 
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mains attached to the parietal peritoneum by adhesions around the 
fistulous opening. 

"By means of forceps placed close to the opening the bowel with 
its attached peritoneum may now be lifted out through the incision in 
the parietes. If there is any difficulty in doing this, a little more de- 
tachment of the peritoneum will make it easy. The opening in the 
gut is now closed by infolding of the rawed areolar surfaces around 
the fistula and suturing by Lembert's method, as if smooth peritoneal 
surfaces only were involved. The line of closure may be vertical or 
transverse as seems best. Two layers of closely placed sutures, one 
continuous (Dupuytren), suffice for closure. The outer row will en- 
gage some of the subperitoneal areolar tissue, and should have a con- 
siderable grip.of material. The sutured gut and peritoneum is pushed 
aside, and the parietal wound closed over it by silkworm-gut sutures 
in the ordinary way. A small drainage tube laid over the line of gut 
suture adds to the security by preventing burrowing of fluids in case 
of leakage. " 
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CHAPTER XIII. 

INTESTINAL RESECTION AND ANASTOMOSIS. 

In many cases of severe rectal disease the practitioner will unex- 
pectedly find himself confronted with the necessity for an intestinal 
resection or anastomosis, and a few words on the general principles 
which govern these operations and upon their technique cannot be out 
of place in a work upon the surgery of the rectum. The smallest por- 
tion of gut stripped of its mesentery will become gangrenous. But 
although gangrene always follows separation of the mesentery close to 
the bowel, this is not the case when the mesentery is divided at a dis- 
tance from the bowel and the circulation can be re-established by anas- 
tomosis. 

There is no special advantage in resecting a wedge-shaped piece of 
mesentery with the gut, but if this be done the gap must be carefully 
closed by suture to prevent occlusion of the gut by kinking at the 
line of junction. To reduce the risk of gangrene of the free edge of 
the gut, the incision across it should be made obliquely, more being 
removed from the free than from the mesenteric border. 

The best site for the abdominal incision is over the disease when 
this point can be determined. When this is impossible, if the small 
bowel is supposed to be implicated the seat of election is in the 
median line and above rather than below the umbilicus. 

There is no constant topography for the small bowel except at two 
or three fixed points, as the duodenum and its junction with the caput 
coli. 

Besection of intestine is indicated for a variety of conditions, the 
most frequent of which are the following: 

Tumors, generally malignant ; gangrene, in hernia or other forms 
of obstruction ; intussusception; volvulus; for closing artificial anus; 
wounds; ulceration; stricture. 

In many of these conditions the propriety of immediate resection 
cannot be questioned, but in cases of gangrene much must depend 
upon the judgment of the operator. If the gangrene be complete and 
the line of demarcation well formed, the only question will be between 
immediate resection and anastomosis, or the formation of a temporary 
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artificial anus; and this will be answered according to the strength 
and condition of the patient at the moment, and the point of intestine 
involved — artificial anus high up in the small intestine meaning star- 
vation. Gangrene which has not yet distinctly limited itself is best 
treated by a temporary artificial anus, if only for a very short time, 
while rectal feeding is relied upon to support the patient until the 
process is self -limited. 



Fig. 119.— Lembert Suture. 

It would be useless to enumerate the many forms of suture, and 
almost impossible to describe the multitude of mechanical devices 
which have been recommended for facilitating intestinal anastomosis. 

For sutures, the Lembert (Fig. 119), the combined Czerny-Lembert 
(Fig. 120), and the Halsted quilt suture (Fig. 121), serve all possible 
indications. The end-to-end suture shown in Fig. 122 is a modifica- 
tion of the Czerny-Lembert, in which the Lembert stitch is made to 
include the muscular coat for additional strength. 

If the operator prefer, he may use a number of interrupted sutures 
for the mucous membrane (about four to the inch), and all but the 
17 
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last two may be tied with their knots in the calibre of the bowel, but 
results in clinical work have proved that this is not necessary. 

The present tendency of surgical opinion is against the use of 




Fig. 120.- Czerny-Lembert Suture. 

mechanical appliances in anastomosis. The best union of all is one 
made by the needle and without the introduction of a foreign body. 
The technique of these operations has so far improved that the only 




Fig. 121— Halated Quilt Suture. 



argument left in favor of the simplest and best of all the mechanical 
appliances, the Murphy button, is that by its use time may be saved ; 
and this advantage is more than counterbalanced by the risks inherent 




Fig. 122.— End-to End 8uture. 

in the button itself. The element of time may be exaggerated. To a 
rapid and experienced operator the time saved will not be very great. 
It is, moreover, an appliance which in spite of its advantages has 
done infinite harm in that it has tended to create the impression that 
intestinal anastomosis is an easy technical performance (much like 
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clamping a new button on a shoe), and thus has encouraged opera- 
tions by those lacking the necessary practice. For my own part, 
although I have a button which has been through the intestine four 
times in end-to-end anastomosis with safety, I have laid it aside as a 
surgical curiosity, and in another case should much prefer some other 
method. 

The dangers inherent in the Murphy button are that gangrene may 
be -caused by it which shall extend beyond the limit necessary to re- 
lease it, and thus cause death ; that the gangrene which is necessarily 
caused by it may produce dangerous shock ; that it may in itself be a 
cause of intestinal obstruction even after being released ; and that it 
may not release itself. This happened in my own last case — a sig- 
moid-rectal end-to-eud anastomosis in which, although the button 
came down on the fourth day to within reach of my finger in the anus, 
it could not be brought away by any reasonable amount of force. I 
waited ten days until the foreign body was evidently causing ulcera- 
tion as shown by bloody discharge and constant tenesmus, and then 
forcibly removed it, there seeming to be no other course. With it 
came a large piece of bowel, well vitalized, two inches long and at 
least half an inch wide, consisting of the whole thickness of the gut. 
All the rest of the circumference of the gut had sloughed, but here 
the pressure had not been great enough to produce that effect. The 
removal of the button was followed on the third day by severe sec- 
ondary hemorrhage, fortunately controlled by packing, and the pa- 
tient went on to a good recovery. 

Abbess Anastomosis. -^The best of all methods of lateral anastomosis 
is that devised by Abbe. The instruments necessary besides those 
ordinarily used in opening the abdomen are: 

Six fine cambric needles, fine black silk, two intestinal clamps, 
thumb forceps, artery forceps, catgut for ligatures, straight scissors, 
flat sponges. 

The six needles should each be threaded with black silk twenty - 
four inches long. Abbe ties the thread into the needle with a single 
loop and cuts one end short, to be out of the way. 

After applying the clamps and resecting the diseased intestine 
with what mesentery may be necessary, and attending to the hemor- 
rhage from the cut mesenteric margins, the ends of the gut are invag- 
inated in the usual way. 

Even this requires a little skill to do it quickly and neatly. The 
cut end of the gut should be seized with thumb forceps in one hand 
while the gut itself is held firmly between the thumb and finger of the 
other hand about an inch from its extremity. The margin can then 
generally be turned into the lumen without difficulty, and held there 
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between the thumb and finger until a Lembert suture can be intro- 
duced and close permanently the cut end of the bowel. 

In Abbe's own words, we next "apply two parallel rows of con- 



Fig. 123. - Abbe's Lateral Anastomosis. First step. 



tinuous Lembert's suture a quarter of an inch apart and an inch 
longer than the proposed cut (Fig. 123), leaving each thread with its 
needle attached at the end of its row. Now open the bowel by scis- 



FlG. 104.— Abbe's Lateral Anastomosis. Second step. 

sors, cutting a quarter of an inch from the sutures, both rows of which 
are to remain on one side of the cut (Fig. 123). 

" Make the bowel opening four inches long. Apply clamps tem- 
porarily to several bleeding points, pinching the entire thickness of 
the cut edge without hesitation. Apply no ligatures. Treat the op- 
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posing bowel in the same manner. The clamps remaining in situ, the 
parts are quickly rinsed with water. Another silk suture is now started 
at one corner of the openings and unites by a quick overhand, the 
two cut edges lying next the first rows of sutures. The needle pierces 
both mucous and .serous coats and thus secures the bleeding vessels, 
from which the clamps are removed as the needle reaches them. The 
suturing is then continued round each free edge in turn, and all bleed- 
ing points are thus secured more quickly than by ligature. The 
serous surfaces round these buttonholes are then rapidly secured by a 
continuation of the suture first applied, the same threads being used, 
the one nearest the cut edge first ; the united parts are again rinsed 
with water and dropped into the abdomen. " 



Fig. 125.— Abbe's Lateral Anastouiobis. 

Instead of the double row of Lembert sutures used by Abbe I have 
employed a single row of Lembert sutures with perfect result and I 
believe a saving of time; for by this method and without hurrying I 
have completed a gastrointestinal anastomosis in thirty minutes. 

MaunselVs Anastomosis. — This is by far the most satisfactory form 
of end-to-end suture, the only objection to it being that it requires 
considerable mobility in the portion of gut operated upon and hence 
is not always applicable. 

The instruments necessary are the same as in Abbe's operation, 
except that so many needles are not necessary, and a fine Hagedorn 
needle answers as well as any other. 

Isolate the piece of gut to be operated upon, strip the contents out 
of it, and apply the clamps. Resect the portion necessary and its 
attached mesentery as before. 

Select a point in either the proximal or distill portion of the gut, 
as may be most convenient, about six inches from its cut end, and 
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make a longitudinal incision an inch and a half long in its unattached 
border. 

It is well now to remove the intestinal clamps, which are much in 
the way during the subsequent steps, and trust the cut ends of the 
bowel to assistants to prevent leakage. 

Pass a strong suture through the two ends of the gut from within 
outward and from without inward, and include the cut edges of the 
mesentery in the loop. Eepeat the operation with another similar 
suture on the opposite edges. 

Pass a long pair of forceps through the longitudinal opening, 
gather the ends of the sutures in its grasp and bring them out through 
the same. 

It is evident that when the four strings are drawn taut and pulled 
upon both the cut edges will be pulled into the lumen, and will appear 



Fig. 136.— Elongated Wound in the Out Beady Fig. 127.-8uture Completed, 

to be Folded Together and Sutured. 

through the longitudinal incision with their serous surfaces in contact. 
Pull the edges well out through the opening and, with a finger in the 
bowel to keep the parts in relation, run a close, overhand, silk suture 
through all the coats of both cut edges. Cut away the leading strings, 
carefully reduce the invagination by traction, and close the longitudi- 
nal incision by Lembert suture (see Fig. 122). 

It is evident that both these forms of anastomosis require consider- 
able length of free bowel for proper coaptation and manipulation. 
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Back-to-Back Suture. — In some cases the loss of tissue in the gut is 
so great that the operator fears to close the opening by suture, lest 
stricture should result, and yet hesitates to do a complete resection. 



Fig. 128. - Lateral Implantation. First step. 

Under such circumstances the suture shown in Figs. 126 and 127 
may answer a very useful purpose. By it the calibre is preserved to 
the greatest possible extent. 

This method is especially applicable to ragged ulcers of the intes- 
tine, the edges of which must be freshened. The opening in the bowel 
should be three or four inches long, and the Czerny-Lembert suture is 



Fio. 129.- Lateral Implantation. Second step. 

safest, as there may be considerable tension from within the bowel 
before firm union has had time to occur. 

Lateral Implantation. — This is in reality a modification of Maun- 
sell's operation, especially adapted to uniting the small intestine to 
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the large in the neighborhood of the caput coli, after resection of a 

part or the whole of the latter. 

The anastomosis here may be done end to end by cutting the end 

of the smaller segment obliquely to make it correspond in calibre with 

the larger, as is often of benefit when 
there is a marked difference in the size 
of the segments to be united ; or it may 
be done by Abbe's method, which, how- 
ever, requires more time. 

As will be seen by Figs. 128, 129, 
130, and 131, the technique differs but 
little from that of Mauusell. Fig. 128 



Fig. 130. —Lateral Implantation. Third 
step. 



Fio. 131.— Lateral Implantation. Completed. 



shows the four drawing strings, numbered in the order in which they 
are to be tied. 




Fio. 132.— Jessett's Lateral Implantation. 

The remaining steps are identical with those in Maunsell's opera- 
tion. 

Fig. 128 shows three of the draw-strings tied and passed out of 
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the cut end of the large intestine, while the fourth is about to be tied 
and then carried into the lumen of the larger bowel between the ap- 
proximated cut edges with a pair of forceps. 

Lateral implantation may also be performed as shown in Fig. 132 
after closing the cut end of the receiving cylinder. The method is 
due to Jessett. 



Fig. 133.— stlmson's Vegetable Button. 

Landerer's Vegetable Buttan. — The following device has been suc- 
cessfully employed by Stimson. It consists in cutting a bobbin (Fig. 
133) from a raw potato or any other vegetable of suitable shape, 
which should be large enough slightly to distend the gut. Usually 3 
or 4 cm. will be sufficient diameter. 

The groove should be 3 or 4 mm. in breadth. The perforation 
should be as large as the strength of the vegetable will permit without 
fear of breaking. The device may be made with a knife in a few 



Tig. 134.— Suture for Vegetable Button. Fig. 135.- Button in Place. 

moments, and is applied as a Murphy button would be, as shown in 
Figs. 134 and 135. 

The button remains intact for five or six days and allows the es- 
cape of faeces. It disappears entirely in eight or ten days. No strict- 
ure has followed in Landerer's experience. 

Inflated Rubber Cylinders.— This is the method recommended by 
Halsted, and together with his quilt suture it is perhaps the most 
perfect of all methods of end-to-end anastomosis. As, however, the 
general practitioner will never be supplied with the proper apparatus 
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at the necessary moment, aud as a vegetable button will answer the 
same purpose in an emergeucy, it is not necessary to enter upon a 
detailed description of the method. 

Anastomosis without Besection.—In certain cases in which disease is 
too extensive to be removed, or the condition of the patient does not 
permit of removal, an anastomosis may be made between the gut 
above and below, thus shutting off the diseased portion from the rest 
of the alimentary canal. Such cases will most usually be due to can- 
cer or to the matting together of large masses of intestine by adhesions 
too firm to be easily separated. 

The operation is perhaps most useful as a substitute for the annoy- 
ance of an artificial anus where cancerous deposit is causing obstruc- 
tion. 

As the gut is not divided either above or below the disease, but a 
new channel established around it, the operation consists briefly in 
isolating the proximal and distal portions of the gut, bringing them 
together as near the disease as can conveniently be done without ten- 
sion, and performing a lateral anastomosis, preferably by simple 
suture and without any form of artificial aid. The incisions into the 
gut should be at least three inches long to allow for subsequent con- 
traction. 
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CHAPTER XIV. 

TUMORS OF THE RECTUM AND ANUS. 

In a general way it is undoubtedly true that new growths in the 
rectum, when benign, increase slowly, tend to grow away from the 
wall of the bowel, to form pedicles for themselves and to project into 
the calibre of the canal, to remain movable, and not to involve sur- 
rounding parts; while with cancerous formations the tendency is just 
the opposite. In this way the diagnosis between a benign polyp and 
a cancerous infiltration of the wall of the rectum is generally easy. 

But there is a class of tumors which occupies the border-line be- 
tween the benign and the malignant, in which the diagnosis, either 
clinically or with the microscope, may be difficult and even impossi 
ble. In fact, recent careful study of these rectal tumors goes far to 
break down the lines between the varieties which have previously 
been drawn; and Cripps, who has done such careful and valuable 
work in this department, is inclined to group nearly all of them under 
the single head of adenoma, holding that all are primarily affections 
of the glandular element. 

According to Cripps, the names malignant, semi -malignant, and 
simple adenoid will cover both the benign and cancerous growths of 
this part of the body, except possibly the form of colloid. Generally, 
but not always, it is possible to distinguish between them both clini- 
cally and microscopically. 

Although some varieties of tumors are clinically benign and others 
malignant, this difference is often one of growth and development 
rather than of microscopic structure, as is shown by the not infrequent 
change in a growth from clinical benignancy to marked malignancy, 
especially among the adenomata. And since the old classification 
into benign and malignant is thus uncertain and unsatisfactory, a 
strictly anatomical division will be followed as is usually the case in 
other parts of the body. 

Vegetations, Warts, Ckmdylomata, Etc. — These growths, known also as 
papillomata, are almost always essentially inflammatory in nature, and 
histologically consist of an hypertrophy of the papillary layers of the 
skin or of the mucous membrane within the rectum. For obvious 
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reasons these inflammatory formations need not and should not be in- 
cluded in a strictly anatomical classification of tumors. 

Under the influence of any of the exciting causes which will soon 
be mentioned, little tumors resembling ordinary waits appear, and 
grow rapidly till they reach two or three millimetres in size. The 
extremity of the tumor shows a decided teudency to branching and 
bifurcation, and when there are many of them their branching ex- 



Fig. 138. -Non-Syphilitic Vegetations. 

tremities may fuse together and form a large flat tumor, which will be 
attached to the skin, however, by numerous little pedicles, so that, if 
shaved off, the skin will not be wounded except in numerous small 
points where the pedicles have had each its independent attachment. 

When the wart is isolated it is dry, but when several are united 
they become macerated in the secretion of the part, which decomposes 
between them and gives rise to inflammatory phenomena. The tumor 
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then becomes moist and fetid, and all the adjacent parts become irri- 
tated. According to the size of the growths, the condition of the 
patient, the abundance of the secretions, and the irritation to which 
they are originally due, these vegetations take on various shapes, and 
have been described as cock's-combs, cauliflower excrescences, etc., 
etc. ; but the elementary structure of them all is the same — an hyper- 
trophy and branching of the papill® of the derma. 

On placing a longitudinal section of one of these warts under the 
microscope the following structures will be seen: In the centre, a 
framework of connective tissue composed of a prolongation of the 
papillary bodies of the derma ; in the centre of this, a vascular loop ; 
the whole covered by one or more layers of epithelium, the form and 
size of which are variable and depend apparently on several condi- 
tions, such as the moisture and dryness of the parts and the amount of 
pressure to which the growths are subject. When the connective tis- 
sue is abundant and the epithelial layer relatively thin, the vegeta- 
tions are dry and hard. When the conditions are reversed they are 
moist. When the vascular network is greatly developed the tumors 
are red and turgescent, and bleed easily. 

These vegetations were formerly considered as proof positive of 
the existence of syphilis, and even of sodomy, and were treated as 
such. MolliSre relates how, at the time of Dionysius, there was a 
special hospital at Eome for the treatment of these growths; and 
Dionysius himself tells how the surgeons spared neither the iron nor 
the fire, and were not moved to pity by the cries of the patients, inas- 
much as this disease was the result of unnatural intercourse between 
man and man. 

The same false idea has lasted until the present time, and is even 
now far from unpopular ; and yet the independence of these growths 
upon syphilis is beyond question, except to the extent that any syph- 
ilitic sore in this neighborhood may, by the irritation of its discharge, 
cause their production. They owe their growth, in the first place, to 
a special predisposition to the formation of warty growths on various 
parts of the body in the individual, and this predisposition is assisted 
by the presence of any irritation of the part. Thus the discharge 
from a gonorrhoea or a leucorrhcea, or any disease of the rectum or 
genitals, may cause them to grow, and they may appear in persons 
apparently perfectly healthy and cleanly. Pregnancy has an un- 
doubted influence upon their production, and they sometimes disap- 
pear spontaneously after delivery. From what has been said it is 
evident that these growths are neither contagious nor inoculable, and 
that anti-syphilitic treatment can be of no avail. 

These vegetations may occur at any age from infancy to adult life, 
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though they generally belong to the latter period. They may vary in 
size and number from a single enlarged papilla at the verge of the 
anus to a mass such as is represented in the plate, which weighs as 
much as a pound. The symptoms, in any case, will vary with their 
size, number, location, and the amount of the secretion. When they 
grow from one side of the intergluteal fold, and are large enough to 
press with their moistened surface upon the corresponding point of 
the opposite side, a second patch may be developed at the point of 
contact. The irritation from any other source would have the same 
effect. The development of the growths may be slow or rapid, and 
when the tumors are of large size the patient is constantly troubled 
by the feeling of a foreign body, by a sanious and foul-smelling dis- 
charge, and by fresh erosions and superficial ulcers in the adjacent 
parts. Great pain in defecation may be produced by a small wart 
situated just at the verge of the anus, and such a little tumor may 
give rise to all the characteristic symptoms of a painful fissure, in- 
cluding a slight discharge and an occasional drop or two of blood. 
They are not very infrequent on the line of junction of the mucous 
and cutaneous surfaces, just within the verge of the anus. They may 
also spring entirely from the mucous membrane, above the sphincter, 
though they are generally confined to the first inch of the canal, and 
in such cases give rise to a much more aggravated train of symptoms 
and to much difficulty of diagnosis. There they are generally smaller 
and harder than when on the cutaneous surface, and cause a serous 
discharge, which may be so profuse as to escape from the anus be- 
tween the acts of defecation, and cause much suffering from pruritus 
and rectal tenesmus. 

On examination in such a case the mucous membrane will be found 
dry and glistening, as a rule, though sometimes there may be a more 
or less extensive proctitis ; and the little, hard, tender, warty excres- 
cence, which is the cause of all the grave train of symptoms and of so 
much suffering, may easily escape detection. The only treatment for 
such a condition is to seize the little tumor with the toothed forceps, 
and excise the mucous membrane to which it is attached. It may, 
however, return many times. 

The diagnosis of these growths is not generally difficult, though 
care is necessary when they are small and located within the grasp of 
the sphincters. The mistake most commonly made is to consider 
them as syphilitic condylomata; and, indeed, they may not always be 
easily distinguishable from the raised mucous patch or flat condyloma 
which is a manifestation of true syphilis. A careful examination of a 
raised mucous patch can scarcely fail, however, to show the difference 
between its general character and that of a cauliflower growth which 
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has sprung up from the surface like a shrub and is attached to it by 
numerous little pedicles. The two may exist simultaneously, the wart 
being caused by the irritation of the discharge from the other. There 
is little danger of mistaking these vegetations for malignant growths, 
though they have been known to assume a semi-malignant, epithelial 
character, and to return frequently after removal. 

The surest, most rapid, and in every respect most satisfactory way 
of curing these vegetations is by simple excision with the knife or 
scissors. The ligature is often inapplicable, and cauterization is not 
always easy to limit in its action. The growths may, however, often 
be induced to dry and shrink up by applications of powdered alum 



Fig. 137.— 8ypbilltlc Condylomata. 

or tannin, and by washing with astringent lotions, such as Labar- 
raque's solution. 

Condylomata. — There is a variety of mucous patch situated upon 
the skin near the anus to which the name condyloma lata, or vegetat- 
ing condyloma, can alone be properly applied (Figs. 137 and 138). 

The syphilitic condyloma first manifests itself as a red spot and by 
a slight effusion beneath the epidermis, which is soon rubbed off by 
friction, exposing a raw surface, generally covered by a grayish pelli- 
cle. This surface is subsequently elevated by an upward growth, and 
by branching of the papillae, with formation of connective tissue and 
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dilatation of the blood-vessels. Where this development of the papillae 
has reached a considerable extent, the cauliflower appearance is the 
result, and what was at first a simple mucous patch may become a 
large pedunculated wart, surrounded by other vegetations which have 
sprung up around the original lesion, and which are due to the irrita- 
tion of its presence. 

It may be impossible to distinguish this form of syphilis from the 
simple vegetation already described, except by the history, the fact of 
its infectiousness, and the results of treatment. Under the microscope 
both are composed of an hypertrophy of the papillae of the derma. 
It ought not, however, to be difficult to distinguish between this syph- 



FlG. 188.— Syphilitic Condylomata. 

ilitic mucous patch, to which we here limit the name of condyloma, 
and the simple hypertrophy of the skin, such as is seen at the site of 
an old external pile. 

This loose and undefined use of the word condyloma is much to be 
regretted. It is used here to denote only one form of growth, the 
syphilitic mucous patch. 

There are frequently seen around the anus growths of skin which 
are attached by a broad base, are pinkish in color, soft, fleshy, glisten- 
ing, moist, and irregular in shape, flattened where two are pressed to- 
gether, or where one is subjected to the pressure of the buttocks, and 
which generally give out a slight secretion. 

They generally have one of the radiating folds of the anus as their 
point of origin, and they differ from the class of vegetations last de- 
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scribed in that they consist of an hypertrophy of the whole thickness 
of the skin, and not alone of the papillae. The epithelial element in 
them is not as marked as in the warts, and the blood-vessels are also 
less developed. They are merely the result of a localized chronic in- 
flammation and thickening of the skin, and often follow an external 
hemorrhoid or any local irritation such as has been spoken of in con- 
nection with vegetations. They are generally isolated and few in 
number ; but it may happen that after the irritation, to which they 
owe their origin, has ceased, the growth may continue, becoming 
harder and more movable, and resembling a true fibroma. Such a 
hard tumor may, under sufficient irritation, take on an ulcerative and 
suppurative action, its size all the while increasing, until a foul, pain- 
ful, indurated mass results, which strongly resembles malignant disease. 

This form of disease has been described under the name of external 
cutaneous hemorrhoid. 

The classification of tumors which has been marked out by Qu£nu 
and Hartmann seems to me so much the most complete for general 
adoption yet published, that once more I am fain to avail myself of 
their work in this line, with all possible acknowledgments. 

It is as follows: 

Tumors of epithelial type { IJfSma. 

f Fibroma. 
Enchondroma. 
Lipoma. 



Tumors of connective-tissue type 



Myxoma. 
Sarcoma. 
Lymphadenoma. 



Tumors of muscular type— myoma. 
Complex tumors. 

Adenomata. 

These may be divided into simple adenoids, adeno-papilloma, and 
villous tumors. 

The term polypus, under which all of these forms have usually been 
described, may with advantage be discarded as having no definite sig- 
nification as regards the nature of the tumor and no special bearing 
upon the question of malignancy beyond that already pointed out. 
Either a benign or a malignant growth may have more or less of a 
pedicle, and a polypus may be adenoid, villous, or sarcomatous, the 
term signifying merely the shape and not at all the nature of the 
tumor. 

Simple Adenoids. — These growths vary greatly in size and gross ap- 
pearances. In size they usually range from the head of a pin to a 
large cherry, though much larger ones are on record. To the touch 
18 
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they may be soft and gelatinous or firm and hard from predominance 
of connective tissue. They may be due to an hypertrophy of either 
the closed follicles or the follicles of Lieberkiihn. They occur most 
frequently in young persons, are generally of the size of a small plum, 
rarely reach that of a pear, and yet Esmarch reports one weighing four 
pounds. They are very vascular tumors, and therefore of reddish 



Fig. 130.— Simple Adenoid. 

color. They are sometimes smooth on the surfjice, but oftener mam- 
millated like a strawberry, and are attached by a pedicle, most often 
to the posterior wall, but occasionally to the sides of the rectum, aud 
at a point generally within reach of the finger, but sometimes higher 
up. They may, indeed, occur anywhere along the large intestine as 
high up as the ileo-csecal valve. 

The pedicle is generally large and short, and not long and slender 
as in the case of the fibrous polypi soon to be described ; but there are 
frequent exceptions to this rule, and these tumors will sometimes be 
spontaneously expelled by rupture of the slender pedicle iu defecation. 

The pedicle is also sometimes double (Smith). It consists of 
mucous membrane covering the vessels which carry the blood to the 
tumor and return it again — an artery and generally two veins, but, 
when the tumor is very large, sometimes two arteries and a collection 
of veins. 

On section these adenomata are found to contain much viscid fluid, 
full of cylindrical epithelium and rudimentary glandular tubes. 
Under the microscope a vascular stroma of connective tissue will be 
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found, in which are enlarged glandular tubes, sometimes branching at 
their extremities, and also cystoid spaces filled with reddish, viscid 
fluid (Esmarch). 

The microscopic appearances of a section of such an adenoid are 
shown in Fig. 140. 

What are generally described as the hard or fibrous polypi will be 
referred to under fibromata. 

Symptoms. — An adenoma of the rectum may exist for many years 
and give no signs of its presence. The two chief symptoms which it 
is apt to excite are hemorrhage and discharge. The hemorrhage may 
be a daily occurrence, or may be present only at long intervals, and it 
may vary in amount from a few drops to a quantity which shall cause 
grave disturbance and alarm. When the mucous membrane covering 
the tumor has once become ulcerated, the hemorrhage will be frequent 
and the discharge will be more or less fetid. The vessels are apt to 
bleed freely when opened, because of their being embedded in fibrous 
tissue and of their inability to contract. When the tumor is so high 
and the pedicle so short as to be beyond the grasp of the sphincter, 



Fig. 140.— Vertical Section of Simple Adenoid. 



there is no suffering, unless the irritation of the growth has set up a 
catarrhal proctitis; but after prolapse once begins to take place the 
suffering may be very severe. The sphincter may become dilated and 
relaxed, or the pedicle may be firmly grasped by it after the act of 
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defecation, and a care may result from the strangulation thus caused. 
The discharge from the rectum which an adenoma may cause is 
sometimes extreme in amount and constant, escaping not only at the 
time of defecation, but at frequent intervals between, and being of an 
excessively fetid character. This discharge may, by its irritating 
qualities, cause secondary congestion of the rectal mucous membrane, 
erosions around the anus, vegetations, constant diarrhoea, and tenes- 
mus; and, joined with the loss of blood, the condition of the patient 
may be easily mistaken for that of chronic dysentery or even malig- 
nant disease. 

Hemorrhage from the rectum in a child, with or without pain on 
defecation, generally means either adenoma or intussusception. The 
secondary symptoms, which seem to point to dysentery, must never 
cause the original disease to be overlooked. There is, in fact, but 
little difficulty in the diagnosis of adenoma in the vast majority of 
cases if the examination be properly made after a cleansing enema has 
been given. The doubtful cases are those in which the tumor cannot 
be seen with the speculum or distinctly felt with the finger. With 
the long tube and a proper light, however, these small growths may 
be seen and removed even when located high up in the rectum. 

Treatment. — The treatment of adenoids is generally a simple matter, 
and consists in their extirpation, after which they rarely return. 
There are two dangers to be considered : the first is that the pedicle, 
when a pedicle exists, may contain large vessels; the other is that it 
may contain peritoneum. The extirpation of a polypus which has 
come down from its attachment in the sigmoid flexure has been fol- 
lowed by death from wounding the peritoneum, at the hands of no 
less a surgeon than Broca. When the pedicle is long and slender, the 
polypus may generally be twisted off by simple torsion without danger. 
It is generally safer, however, first to apply a ligature and then cut 
away the tumor. Should there be no pedicle, the mass must be extir- 
pated as any tumor would be, and the hemorrhage which occurs must 
be treated upon general surgical principles. 

In all but the simplest cases a guarded prognosis should be giveu. 
No positive line can be drawn between a simple adenoid and a cancer, 
and the former may take on all the characteristics of the latter. 

Adeno- Papilloma. — Instead of a single adenomatous pedunculated 
growth in the rectum, cases will be found in which the entire rectal 
pouch is filled with tbem. Fochier removed several hundred of them 
from a patient aged eighteen, and Eichet from sixty to a hundred in a 
man aged twenty-one. 

The following is one of the few recorded cases of this disease : 

Recurrent Adeno -Papilloma of the Eectum. — A lady, sixty-four years 
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of age, had had rectal trouble for five years, and during the last year 
or two had been operated upon five times for the removal of a growth 
which seemed to her to fill up the rectum, and caused her such dis- 
comfort that she " must have it taken away. " The patient was in good 
general condition, and there had been no deterioration in health. She 
was still stout and well ; there was no protrusion from the anus at 



Fig. 141.— Adeno-Papllloma. 

stool, no pain, and no discharge. The growth, which had been- so 
frequently removed, had been examined more than once by expert 
microscopists and pronounced of non-malignant nature. 

On examination a space on the posterior wall of the rectal pouch 
well within the internal sphincter, extending about three inches longi- 
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tudinally and two inches laterally, was found covered with soft, gelat- 
inous polypi. The number of the growths may be roughly estimated 
at from fifty to one hundred, varying in size from that of a pea to that 
of a plum. They seemed each to grow from an individual pedicle 
which was very soft and easily torn off by the finger. The tumors 

themselves were very soft and jelly-like, hav- 
ing scarcely sufficient body to hold together 
when seized with the forceps. The mucous 
membrane from which the polypi sprang 
seemed healthy ; there was no thickening and 
no hardness of the rectal wall. Some cicatri- 
cial contraction had been caused by the fre- 
quent use of pure carbolic acid to the diseased 
surface after the removal of the growths. 

On first examining the patient I found the 
rectum partially filled with the growths as de- 
scribed, though they had been, partially at 
least, scraped off with the curette only three 
months before. Wishing to effect a cure if 
possible, I gave ether, scraped the surface as 
perfectly as possible, and»cauterized it with 
Paquelin's cautery. The amount of new- 
growth removed would have filled a small 
tumbler, but it was very fragile, soft, and 
gelatinous; some pieces were as large as al- 
monds, the rest a mere mass of hypertrophied 
mucous membrane. This being the sixth 
operation, but the first by myself, I did it as 
thoroughly as possible, in the hope that no 
recurrence might take place. 

The patient did not make as easy a recov- 
fio. i42.-Adeno-Pa P nioma. ©ry from this operation as from the previous 
.curettings, and was in feeble health for some 
months. The interval, however, between removal and return was 
considerably longer, and for six months she did not demand another 
operatiou. At the end of that time the growth was once more thor- 
oughly scraped off and the base painted with carbolic acid ; the pa- 
tient being in poor condition for a partial exsection of the rectum, 
which seemed to be the only method of radical cure. The amount 
removed seemed fully as great as at the last operation, and the surface 
affected, if anything, more extensive. From this operation the pa- 
tient made a good recovery, and for three months enjoyed better gen- 
eral health than for some time before. 
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At the end of that time she again presented herself for operation, 
and the tumors were once more scraped out, this making the eighth 
time. The disease had changed slightly in gross appearance. The 
size of the affected surface was the? same, but it seemed more thickly 
covered by the polypi, and these were less distinctly pedunculated, and 
none of them had reached the dimensions usually attained by three or 
four of them in the same length of time. The part was thoroughly 
scraped with the sharp spoon. 

The following is the report of the microscopic examination of the 
tumor: 

"I find the growth to be an adeno-papilloma. Its surface is cov- 
ered with thickly set, delicate, rarely branching papillae which are 
composed of connective tissue and blood-vessels and are covered by 
high, cylindrical epithelial cells. In the deeper parts are branching 
tubes lined with cylindrical epithelium. The stroma of the tumor is 
rich in young cells and highly vascular. 

"This tumor is usually ranked as non -malignant, but it seems to lie 
on the borderland between the benign and malignant growths. It 
often returns upon removal, but rarely produces metastases. 

"William H. Welch." 

The growth was removed several times subsequently, and the pa- 
tient dying of an intercurrent affection, the rectum was sent to me for 
post-mortem examination. It was, however, considerably softened* 
and whatever tumors may have existed at the time of death had ap- 
parently been broken off by handling. The changes in the rectal wall 
were so slight that it was with difficulty the site of the disease could 
be discovered. 

For many years this one case constituted my only personal experi- 
ence, but three years ago, Dr. Bosher, of Richmond, Va., kindly sent 
me another even more marked, in that the whole mass of tumors ex- 
actly resembling a large bunch of grapes could be extruded by strain- 
ing. The growths were innumerable, covering the entire lower six 
inches of the gut in its entire circumference, and bright red in color. 
Individual tumors were the size of cherries, and from this they de- 
creased to peas and pinheads in size. With this amount of disease 
there were but two symptoms of which the patient complained ; one 
was the muco-sanguinolent discharge and the other the protrusion at 
stool. 

The patient, still a young man, had submitted to three operations 
already (how radical I do not know), and was perfectly positive that 
the disease in its present form had existed since he was six years old. 
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The advice given was either to abstain from all treatment or to sub- 
mit to total excision of the rectum. 

Three years after seeing this case I wrote his physician for any 
subsequent history he might be able to give me and received the fol- 
lowing reply : 

"Dear Doctor: 

"In reply to your letter of October 21st, 1901, I beg leave to say 
that Mr. Finney died about fourteen months ago. The tumor de- 
veloped into a malignant growth, hemorrhages rapidly reduced his 
weight and strength, and later an attack of obstruction of the bowels 
hastened his end. I was wired for at the Warm Springs (Va.) to 
come up and perform a colostomy, but he was dying when I arrived, 
and only lived about six hours after I reached the Springs. It is an 
interesting fact in connection with his case that three of the family, a 
sister, an uncle, and himself, died of the same trouble — villous tumor 
of the rectum. I saw the case of his sister in consultation with an- 
other physician. In her case the entire rectum was blocked with the 
growth, which reached a size of two fists. 

u Very truly yours, 

" Lewis C. Bosher." 

As a curious coincidence it happens that just at the moment of 
going to press a third case has been sent to me exactly resembling in 
symptoms the last. 

The patient is sixty-four years old, apparently in good health, has 
had the disease four years to his knowledge, and has had two partial 
operations: one by Dr. Agnew of San Francisco, two years ago, the 
other in St. Luke's Hospital, New York, one year ago. 

The tumor is as large as a fist, typical in appearance, grows from 
the entire circumference of the rectum up to and above the limit of 
digital examination ; and has already begun to undergo cancerous degen- 
eration. Total extirpation was advised. 

From these three cases some idea of the gross appearances and gen- 
eral characteristics of these rare growths may be obtained. They are 
not confined to the rectum, but may be met anywhere in the intestine, 
more especially in the lower portions of the large. In one-half of all 
reported cases they have been associated with malignant disease near 
their location or at some distance, and although the tumors themselves 
are at first adenoid they have a decided tendency to change into epi- 
thelial cancer. They are markedly recurrent in character, and after 
each removal by the curette they assume a more malignant type. 

The symptomatology is not at all diagnostic, and the actual diag- 
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nosis can only be made by vision. In every case the possibility of 
coexistent malignant disease should be carefully borne in mind. 

The treatment is, I think, plainly indicated. Mild surgical meas- 
ures are of no use. If the surgeon can be reasonably assured that no 
cancer is present at a distance from the tumors — as, for example, in the 
sigmoid when the polyadenomata are in the rectum — a complete extirpa- 
tion of the involved portion of the gut is the only treatment indicated. 

Villous Tumors. — These tumors occupy an intermediate position 
between the adenomata which are benign and the malignant growths. 
They are exceedingly rare and are described under different names 
by different writers; e.g., granular papilloma (Gosselin) ; villous tumor 
(Curling) ; villous polypus (Esmarch) ; villous cancers (Rokitansky), 
and "peculiar bleeding tumor" (Quain). Their distinguishing char- 



FiG. 143.— Villous Tumor (Natural Size). 

acteristics are their soft, velvety, cauliform feel, and their growth 
from the surface of the mucous membrane and not from the submucous 
connective tissue. They are red in color, bleed easily, and are of rela- 
tively slow growth. They adhere to the wall of the rectum by a pedicle 
sometimes composed chiefly of mucous membrane, and at others large, 
short, and fleshy. The pedicle may be absent, and the growth will 
vary somewhat in structure according to the proportion of its different 
elements. It may reach the size of an orange, but is usually much 
smaller, and is found only in old people. It may remain stationary 
for a long time without infecting the ganglions or extending to the 
deeper structures, or it may have all of the characteristics of malig- 
nant epithelial growths and give rise to secondary deposits in the in- 
testine or at a distance. 

They are best distinguished by the peculiar velvety feel to the 
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touch, and by their appearance under water when the velvety tufts 
float out free and independent of each other. They are generally com- 
posed of several distinct lobules starting from a common pedicle, and ' 
the appearance of any single lobule is well shown in Fig. 144. 



Fig. 144.— Villous Tumor. 

There are two forms of these growths — one with distinct pedicle 
and the other sessile without pedicle. The latter are of the nature of 
cylindrical epitheliomata. The former are more distinctly adenoma- 
tous in origin. 

A most rare and interesting case is fully reported by Qu6nu of the 
coexistence of this form of disease with cylindrical epithelioma, and 
tuberculous deposit in the rectum. 

Allingham has placed on record one of these tumors the size of 
the f oetal head. 

The symptoms of these growths do not differ greatly from those 
already given under the head of adenomata. The diagnosis rests upon 
the touch and velvety appearance of the growth. The treatment is 
total extirpation, exactly as for cancer, except that the growth can 
usually be removed from within the cavity of the rectum. 

It may perhaps be as well for the moment to pass over the epithe- 
lial tumors of the rectum, the cancers, and to finish the consideration 
of the other forms. We can then return to the question of cancer of 
the rectum, by far the most important, and consider it in a chapter 
by itself with the surgical treatment. 
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Fibromata. 

For the most part the fibrous tumors of the rectum which have 
ordinarily been described as "fibrous polypi " are to be considered as 
irritative lesions (hemorrhoids which have undergone fibrous changes) 
rather than neoplastic formations. 

Not infrequently there will be found in the rectum a polypoid 
growth, hard in structure, evidently composed in great part of fibrous 
tissue. It is much rarer than the soft variety of these growths and is 
commonly found in adults rather than in children, and is more apt to 
be isolated than multiple. It is chiefly composed of fibrous tissue and 
resembles the uterine fibroid ; but it may contain both muscular and 
glandular elements. When the glandular elements are filled with 
fluid which resembles glue, these tumors have been known as colloid ; 
and when cysts are found filled with jelly-like substance, the name 
myxoma has also been used. 

These hard or fibrous polypi vary greatly in their degrees of hard- 
ness to the feel, according to their turgescence and their composition. 
They may creak under the knife on section, and look very much like 
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Fig. 146.— Diagrammatic Drawing of a Villous Polypus. 

hypertrophied and (edematous skin, or they may resemble the better- 
known nasal polypus in their consistence. 

The connective-tissue fibres are generally irregularly disposed, and 
cross each other in every direction, though a regular stratification, 
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such as is seen in uterine myxoinata, may be present. When seen in 
the rectum before removal, the surface is generally red from their 
vascularity ; but after removal they are pale, and generally smooth, 
though sometimes uneven and irregular in surface, and covered with 
hypertrophied papillae. The mucous membrane is generally easily 
stripped off, though if there has been local inflammatory irritation it 
may be firmly attached. The vascular supply is abundant, and dis- 
tributed to both substance and surface of the tumor. This accounts 
for their rapid development. 

The pedicle is generally very slight, and is formed mechanically by 



Pig. 146.— Rectum Cut Longitudinally. Reduced one-third. Above villous tumor. Below, cylindrical 

epithelioma. (Quenu.) 

the traction of the growth on the mucous membrane beneath which it 
is located. It is composed, as in the soft variety of adenoma, simply 
of mucous membrane and blood-vessels. There may, however, in a 
case in which the pedicle has been formed by traction upon and pro- 
lapse of all the coats of the bowel by a tumor located primarily above 
the reflexion of the peritoneum, be a peritoneal cul-de-sac within the 
pedicle. 

If left to its natural course, the pedicle gradually becomes longer 
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and more slender, and finally ruptures in the act of defecation, and in 
this way a patient may relieve himself of the growth. 

These tumors are benign in character, and when once removed do 



Fig. 147.— Fibromata. 

not generally return at the same point. They may, however, recur, 
if not at the same point, at one very near it, and the same patient may 
be relieved of a succession of them. 

Fig. 148 represents one of these tumors removed from a middle- 
aged man, in which case a diagnosis of malignant disease had been 
made. 



Fig. 148.— Fibrous Polypus with Attachment to Mucous Membrane. 

The whole question reduces itself simply to this. Is there such a 
thing as a veritable neoplastic rectal fibroma, or are the well-known 
pedunculated, hard, fibrous growths, so familiar to all and so fre- 
quently removed, simply degenerative changes in other formations as 
hemorrhoids t The question cannot as yet perhaps be satisfactorily 
answered; but for the clinician it is well to know that occasionally 
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there will be found in the rectum a hard, circumscribed growth which 
at first sight will appear to be manifestly malignant. And yet under 
ether this growth will be found to have a distinct pedicle, and the 
pedicle will be found attached to normal mucous membrane ; and the 
extirpation of the tumor, its pedicle, and the part of the bowel from 
which it springs will be followed by the complete cure of the patient 
and there will never be any recurrence. 

Bowlby has reported a case of this kind in a woman who in having 
a passage from the bowels expelled something she could not return, 
which proved to be a pedunculated fibrous tumor, the size of the 
foetal head. Barnes reports a very similar case. 

Enchondroma. 

Cartilaginous tumors of the rectum proper are of exceeding rarity, 
and when found they are generally the result of a secondary change in 
a tumor primarily glandular, and do not therefore present the well- 
known characteristics of the typical enchondroma. M. Dolbeau has 
reported a case of enchondroma of the lower part of the rectum, re- 
moved from a young man aged twenty-seven. The tumor was the size 
of a hazelnut, was hard and movable, and located at the entrance of 
the anus, where it caused no pain except when a sound or syringe was 
used. Around the tumor the mucous membrane was eroded. The 
microscopic examination showed a predominance of the fibro-carti- 
laginous element with glandular culs-de-sac, in the proportion of one 
to four. M. Dolbeau did not believe that the tumor was developed 
from the glands of the rectum, and Bobin thought that the glandular 
elements of the tumor were of new formation. 

Lipoma. 

As to the existence of veritable lipomata of the rectum there can be 
no doubt, a sufficient number of well-studied cases having been re- 
corded by good observers. 

There are pedunculated tumors, varying in size from that of a 
pigeon's egg upward, and covered by healthy mucous membrane, 
which may possibly become ulcerated from pressure and extrusion of 
the growth. 

Of these fatty tumors there are only a few scattered cases in litera- 
ture from which to derive a general knowledge of their characteristics 
in this part of the body. Esmarch speaks of two cases, one observed 
by Weiss, the other by Bose. The former occurred in the surgical 
clinic at Prague ; its size was that of a plum, and it had caused an 
invagination of the sigmoid flexure into the rectum and a prolapse 
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nearly four inches in length. After extirpation of the tumor and 
ligature of the pedicle, the prolapse was reduced and the invagination 
overcome by forced injections. The second case was somewhat similar 
and occurred in Laugenbeck's clinic. Molli&re gives two cases in full. 
One, from CI. Bernard, in a woman eighty-three years of age, who 
complained of obstinate constipation and dyspepsia, and a sensation 
as of the weight of a foreign body in the rectum. By making a digital 
examination upon herself she could feel the tumor, and she soon suc- 
ceeded in evacuating it. It weighed 20 gm., was about the size of 
a pigeon's egg f was composed entirely of fat, and had a distinct 
and slender pedicle. The other case, reported by Castilain, occurred 
in a man aged forty-three, who complained of the same symptoms of 
constipation and dyspepsia, and this also was expelled spontaneously 
by the straining of the patient. The doctor at first supposed the mass 
to be a ball of hardened feces, but a closer examination proved it to 
be an ovoidal tumor measuring 12 cm. in length by 6 in thickness. 
The consistence was firm, and the section reddish in color. The tumor 
showed numerous lobules and was enveloped in a resisting envelope. 
At one end there was a distinct pedicle 2 or 3 cm. long and slender. 
Spencer Wells has also reported a large, lobulated fatty tumor, weigh- 
ing two pounds, which he removed from the recto- vaginal septum. 

Fatty tumors may also occur in the region around the anus and en- 
croach upon it to a greater or less extent. Molk, in his well-known 
thesis, gives several such examples. They may be divided into the 
pedunculated and non-peduuculated. The former occurs especially in 
children, and is easily removed by knife, scissors, or galvano-cautery 
wire, and generally without great danger. The non -pedunculated 
variety is much rarer. Molk relates one, in a still-born child, which 
filled the pelvis and descended to the calves of the legs. Eobert has 
recorded another in which the tumor sprang from the ischiorectal 
fossa, and was at first mistaken for a perineal hernia. It occurred in 
a riding master, forty-five years of age, and measured 10 by 7 cm. 
The operation at first consisted in cutting down upon the tumor layer 
by layer, as in the case of a hernia; but as soon as its true nature 
was evident it was followed into the ischiorectal fossa and extirpated. 
The patient was well in a fortnight. 

Virchow has made a study of these intestinal fatty tumors, from 
which the following general facts may be derived. The fatty tissue 
of which they are composed is apt to undergo inflammatory changes 
by which the general appearance of the tumor is changed, so that when 
it appears at the anus it may seem like a hard, fleshy tumor of dark- 
red color on section. Another result of the irritation to which they 
are exposed is the formation of a hard crust on their surface, which 
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may finally become cartilaginous and cause them to be confounded 
with faecal calculi. Instead of an inflammatory hardening, a central 
softening may occur, and a cavity be formed containing free liquid fat 
Cretaceous masses may also be found in the centre of the tumors. 

In general these tumors are attached high up the bowel, and hence 
the pedicle may contain peritoneum. They are very apt to cause in- 
vagination, as in Esmarch's case, and this coincidence should always 
be borne in mind when one is found presenting at the anus. 

Myxoma. 

This is also an exceedingly rare form of tumor in the rectum. One 
case has been reported by Cruveilhier which may as well have been 
colloid degeneration. of a cancer; and the only authentic case (that of 
Hueke) was a growth of the pelvis surrounding the rectum, and not 
distinctly a tumor of the rectum. 

Melanotic Sarcoma. 

This form of tumor belongs to the class of soft or medullary cancers, 
and its distinguishing feature is the development of pigment. What- 
ever may be said of the microscopic characters of melanoma, it is 
clinically a very malignant growth, running a very rapid course, and 
very likely to become generalized. Its clinical history, as relates to 
the rectum, is to be studied from eleven cases only, ' ten of which have 
been given in full in an exhaustive study by Nepveu, read before the 
Soci6t6 de Chirurgie (1880). 8 The cases are reported by the following 
observers: Schilling, 1 Kopp, 4 Moore,' Maier,* Virchow, 7 Ashton,* 
Gross, 9 Meunier, 10 Gussenbauer, 1 ' Nepveu, 19 and Ball. 11 

1 To these eleven cases Madelung has since added three, Sterne one, Babes and 
Nanu one. 

9 " Memoires de Chirurgie," Paris, 1880. 

8 Mentioned by Eiselt, obs. v., Prag. Viertelj., Bd. 70 u. 76. 

4 " Denkwttrdigkeiten in der arztlichen Praxis," Bd. iv., Frankfort, 1888, pp. 
805-313. 

» Medical Times, March, 1857. 

6 Berichte uber die Verhandlungen der naturforschenden Gesellschaft zu Frei- 
burg, 1858, No. 30, p. 516. 

1 "Pathologic des Tumeurs," Paris, 1867, t. ii., p. 281, note. 

*Ashton, T. J.: "Prolapsus, Fistula in Ano, etc.," 3d edition, London, 1870, 
p. 162. 

•"System of Surgery," Philadelphia, 1872, vol. ii., p. 589. 

10 Bulletin de la Societe anatomique de Paris, 1875, p. 792. 

11 " Ueber die Pigmentbildung in melanotischen Sarcomen und einfachen Mela- 
nomen der Haut." Virchow's Arch. f. path. Anat. u. Phys., lxiii., 1875. 
,J Op. cit. 
13 British Medical Journal, October 12th. 1885. 
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Froin the seven of these cases which are reported with an approach 
to completeness, several facts of interest are to be gathered. The age 
of all of the patients was advanced, ranging between forty -five and 
sixty-four years. Five were in men, two only in women. In the 
microscopic examinations which were made in five of the cases, the 
tumor is in every case described as a sarcoma. There is nothing in 
the symptomatology to distinguish this form of disease from others, 
except that in one case the stools were colored black. from mixture 
with the pigment — a point which might aid in diagnosis were the 
tumor so high up as to be out of sight. In rectal examinations it was 
also noticed that the finger was colored in the same way. The loca- 
tion of the disease was once in the sigmoid flexure, three times in the 
rectum above the sphincter, and four times at the anus. The size of 
the growth was generally considerable, surrounding the bowel and 
projecting into its cavity. Sometimes it was firm enough to cause tight 
stricture, at others ulcerated and broken down in parts. The course 
of the disease is marked by secondary deposits in the adjacent glands 
or in the viscera, while the original growth may spread in neighboring 
organs, and by ulceration cause a foul discharge mixed with blood and 
pigment. To these may be added the usual signs of incontinence and 
obstruction. The duration of the disease in no case exceeded three 
years, but it was generally fatal in a much shorter time. The diag' 
nosis is easy if the growth can be seen, and it is sometimes assisted by 
the secondary black deposits. In five cases the tumor was removed, 
but the return was not long delayed. This form of cancer, though 
rare in man, is said to be relatively much more frequent in the horse. 

Sarcoma Non- Melanotic. 

The literature of this form of growth as regards the rectum is ex- 
ceedingly brief, and is reduced after analysis by Qu6nu to four well- 
authenticated cases. There is nothing specially to be noted except 
that all were in middle life, and as to sex, two were in males and two 
in females. The immunity of the ganglions is also specially noted. 

Lymphadenoma. 

This is also a rare form of rectal tumor, generally of the nature of 
a polypus. Two or three well-marked cases only have been described, 
one by Qu6nu, and one by Broca. In the latter case the result of 
microscopic examination was "that the neoplasm was developed below 
the muscular layer and was formed of tissue analogous to that of the 
lymphatic glands, and therefore the tumor was of the nature of a 
lymphadenoma. " 
19 



Digitized by 



Google 



290 SURGERY OP THE RECTUM, 

Myoma and Fibro-Myoma. 

Of these there are seven well-reported examples — those without 
microscopic examination being rejected. One of the most recent has 
been placed on record by McCosh and one by Senn. 

Most of these growths have had a pedicle. Senn's case was an 
abdominal tumor reached by a laparotomy, the attachment being in 
the rectum at the recto-vesical cul-de-sac. Westmark's case was also 
reached by a laparotomy, the growth being attached to the anterior 
wall of the rectum, which was prolonged even into the base of the 
tumor. In the case of McCosh, like that of Berg, the tumor was at- 
tached to the posterior wall of the rectum. 

From analysis of the well-reported cases it is clear that there is 
such a tumor as a pedunculated myoma springing from the muscular 
wall of the rectum and growing either into the cavity of the bowel, or 
away from the gut into the general peritoneal cavity. 

There is nothing specially worthy of description in the clinical 
history of the tumors. 

Complex Tumors. 

Cysts. — Cysts in the neighborhood of the rectum and anus may be 
of many varieties. Of the dermoid there are several recorded ex- 
amples. At a meeting of the London Pathological Society, May 18th, 
1880, Dr. Port showed a tumor he had removed from the rectum of a 
girl aged sixteen. It was mainly composed of fibrous tissue enclosed 
in an integument like ordinary skin, covered with long hair, and con- 
taining abundant involuntary fibres like those seen in the normal cutis. 
Growing upon it also was a well-developed canine tooth. The author 
refers to a somewhat similar case, recently reported in Germany, in 
which the tumor contained not only a tooth but brain substance. 

Danzell reports a case in a woman, aged twenty-five years, in whom 
a lock of brown hair, the size of the finger, protruded from the anus 
occasionally after defecation. In the front wall of the rectum, about 
two and a half inches from the anus, a hard tumor could be felt about 
the size of a small apple. This was extirpated by introducing the 
whole hand into the rectum, after Simon's method, death following 
some months after from localized peritonitis. 

The hair growing from this tumor was from 12 to 18 cm. long. 
The tumor itself, when extirpated, measured 4.5 cm. in length, 4 cm. 
in breadth, and 3.5 cm. in thickness, and the microscopic examination 
showed the usual cyst wall and contents. 

Hydatids. — The number of hydatid cysts of the pelvis which have 
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been reported is by no means inconsiderable. F. Villard ! has col- 
lected thirteen of them in women, and the standard surgical writers 
mention their occasional occurrence. Bryant mentions removing a 
"basinful " of secondary cysts from one in this position. These swell- 
ings are to be recognized by their tense, globular, and elastic feel, and 
by the fact of their causing no symptoms except those due to pressure, 
except in cases of suppuration after the death of the entozooru The 
cyst has laminated walls lined with a granular layer, and is usually 
surrounded by a connective-tissue capsule formed from the part in 
which it is embedded. It may be of any size, and contains a clear, 
watery, albuminous fluid, in which may be found parts of the entozoon. 



Fig. 149.— Congenital Tumor of Ano-Perineal Region. 

Fcetal Incltmom. — In these congenital cysts any foetal structure 
may be found. They are not so rare but that several very complete 
studies have been made of them. Molk* gives numerous examples ; 
Verneuil • has collected ten cases; and Paul 4 has written exhaustively 
on the subject, his article being founded on a study of twenty -eight 
cases. That variety which is located in the sacro-perineal region is 
the most frequent of all (Fig. 149). The sac is composed of three 
layers, cutaneous, fibrous, and serous. The skin is thinned from dis- 
tention, is violet or bluish in color from congestion, and an inflam- 
mation or a spontaneous rupture may cause perforation of the sac and 
the escape of the fluid contents. The fibrous layer may be more or 
1 "Considerations cliniques sur les Kystes hydatiques du petit Bassin chez la 
Femme." Annales de Gynecologie, 1878, p. 101. 

* " Surgery, " p. 152, American edition. 

• Arch. gen. de Med., 1855. 

4 £tude pour servir a THistoire des Monstrosites parasitaires de l'lnclusion fetal 
situ6 dans la region sacro-perineale." Arch. gen. de Med., t. xx., 
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less resistant. It is sometimes composed of a simple hypertrophy of 
connective tissue; at others it is aponeurotic in character. . When the 
sac communicates with the spinal canal, this fibrous layer is a direct 
extension of the dura mata of the cord. The serous layer is smooth 
and covered by pavement epithelium, and to one side of it the included 
foetus will be found attached. This may also be a continuation of the 
arachnoid of the cord. 

These cysts contain a serous fluid and foetal contents in the form 
of an irregular mass, hard and soft in spots. Any and every part of 
a foetus may be discovered in this mass. The tumor is ovoidal in 
shape, resembling an egg when small, or the scrotum when larger. 
The size is generally equal to that of the head of the foetus which 
bears it, but sometimes equals that of the head at term, and may be 
larger. The tumor may be bilocular; its contents generally give 
fluctuation and are irreducible, except when there is a communication 
with the spinal canal. There is no pain unless inflammation has 
supervened. The diagnosis is generally made by discovering a hard 
mass of foetal elements in the midst of a serous cyst. When the cyst 
communicates with the spinal canal, the differential diagnosis between 
it and spina bifida may be impossible. 

Such a cyst may cause death by obstructing labor, or by the de- 
velopment of a gangrenous inflammation after birth. As a rule, 
operations for their removal have not resulted successfully when un- 
dertaken during the first three years of life. One operation practised 
at a later date has, however, been crowned with success. 

Molk divides congenital tumors as follows: 

1. Sarcomas and cysto-sarcomas. 

2. Encysted tumors. 

3. Tumors supposed to arise from degeneration of Luschka's gland. 

4. Lipomas and caudal tumors. 

5. Foetal inclusions. 

6. Tumors of very complex nature. 

He gives a table of 113 cases. Cured by operation, 19. Died 
from operation, 11. 

The treatment must be regulated by the nature of the case, and 
consists in ligature, ablation, incision, puncture, injections of iodine, 
or extirpation. 

Spina Bifida. — Concerning this variety of cysts little need be said 
except as regards the diagnosis. It should be borne in mind that a 
tumor due to a deficiency of the spinal bones may be entirely within 
the pelvis, in which case it would present great difficulties in diagnosis. 

The diagnosis of spina bifida can generally be made by the reduci- 
bility of the tumor, the signs of pressure on the brain and spinal cord 



Digitized by 



Google 



TUMORS OF THE RECTUM AND ANUS. 293 

which are produced by pressure on the tumor, the fluctuation at the 
fontanel, and the chemical character of the fluid which may be with- 
drawn for the purpose of diagnosis. The fluid of a spina bifida con- 
tains both sugar and urea, as does that of the cerebro- spinal canal; 
and though both these substances may be found in cysts entirely inde- 
pendent of the cerebro-spinal canal, they will always be found in spina 
bifida. 

There still remains a class of congenital cysts which are neither 
connected with the spinal canal (spina bifida) nor parasitical (con- 
taining fcetal remains). These are often of large size at the time of 
birth, and may consist of a single cyst or be multilocular. They are 
generally attached by a pedicle near the tip of the coccyx, though the 
cyst or cysts may have prolongations in the perineum or the ischio- 
rectal fossffi. The cyst wall in these cases is fibrous, and when many 
cysts are present it sends prolongations between them. The integu- 
ment covering it is thin and generally marked by large veins. The 
cyst is filled with a yellowish, tenacious, gelatinous fluid, transparent 
to light as is a hydrocele. It will be seen at once that the great diffi- 
culty in diagnosis lies between this form of cyst and a spina bifida, 
and though the diagnosis may not always be possible, it will gener- 
ally turn upon the presence or absence of the signs of communication 
with the spinal canal when pressure is made upon the tumor. 

The treatment of these growths is by extirpation. Injections of 
iodine, etc., have in them the element of danger from prolonged and 
extensive suppuration. When extirpation is attempted it should be 
complete; and when the cyst is multilocular it should be followed 
into the perineum and ischio-rectal fossae, if necessary, in order that 
no parts of it may remain to undergo subsequent development. These 
cystic formations, unless of sufficient size to cause death during labor, 
are not incompatible with life. 
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CHAPTER XV. 

CANCER. 

We return now to the only class of tumors not yet considered, the 
epithelial or cancerous. The term cancer is limited strictly to the 
epithelioma, although the intimate relations of polyadenomata, villous 
tumors, and sarcomata to cancer have been dwelt upon. 

The epithelioma may be divided into three groups — the cylindrical, 
the pavement, and the colloid, occurring in the relative frequency of 
their enumeration. My personal experience with this variety of 
tumor extends to two hundred and fifteen cases. From them the fol- 
lowing general characteristics of the disease may be drawn, and these 
will be found to correspond very closely with the observations of other 
writers. 

As to the much-discussed relative frequency in men and women 
my own cases show an almost equal number in each, thus agreeing 
with those of Williams ; while Finet in his analysis of 353 collected 
cases finds 224 men to 129 women. This is undoubtedly too great a 
disproportion, but it may be accepted that the cases are relatively 
more frequent in men. 

The disease is most frequent between the ages of forty-five and 
sixty. My own youngest case is sixteen, but one has been reported at 
six. 

The seat of the growth may be anywhere from the margin of the 
anus to the sigmoid; and it may involve only a small area or the en- 
tire rectum. A great difference exists in the prognosis between cancer 
of the anus and of the rectum proper ; in fact, the former is worthy 
of separate study, being so much more easily curable. It develops, 
at first at least, at the expense of the skin rather than of the mucosa, 
and when fully extirpated has the same favorable history as epithe- 
lioma of the lip. My own most satisfactory cures have been in this 
variety, and I have several such. 

The point of origin of the growth, however, will most frequently 
be found within the rectal pouch at two or three inches from the anus. 
The growth will vary in width from 2 or 3 cm. to an involvement of 
the whole rectum, and it tends completely to encircle the bowel, al- 
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though usually a strip of healthy mucosa, a few centimetres wide, will 
be found between the ends of the ring. 

The tumors will vary greatly in size, from that of a small nut to 
that of the fist, and more than one may be present without any ap- 
preciable continuity. According to Oripps: "The new growth fre- 
quently spreads as a thin layer between the muscular and mucous 
coats. In this form it often occupies several square inches of the 
bowel, while its thickness does not exceed a quarter of an inch. At 
first the mucous membrane lies intact over such a layer, but eventually 
it gives way by ulceration. This ulceration sometimes begins at more 
than one point, so that the mucous membrane becomes honeycombed, 
and portions of the subjacent growth may even sprout through it. 

"The destructive process not only destroys the mucous membrane 
over the surface of the growth, but after a while the new growth is 
itself destroyed by ulceration. While destruction is proceeding toward 
the centre, the growth is advancing toward the circumference. 

" In this way a crater-like mass of disease is produced, the centre 
of which consists of dense fibrous tissue belonging to the muscular 
coat of the bowel, which appears for long to resist the ulcerative proc- 
ess. The margin of the crater consists of the mucous membrane of 
the bowel, heaped up by the extending growth beneath it, tucking it 
over in such a manner as to overlap the healthy membrane. Tiie 
border is at times so irregular as to represent a series of nodules rather 
than a continuous line." 

As Qu6nu says: "The integrity of the rectal mucosa does not in- 
dicate for certain the integrity of the rectal wall at the same point; 
and one may assure himself by macroscopic examination and dissection 
of the mucosa on the borders of the tumor that the submucosa is the 
real seat of propagation, and that it is of the greatest importance in 
consequence to cut wide of the limits of the growth in excision." 

The tendency of epithelioma of the rectum is to invade every ad- 
jacent structure, even the bony parts, the prostate, bladder, and the 
ischiorectal fossa. The ureter may be involved in the disease and 
cause death by obstructing the flow of urine. 

When the cancer itself once begins to break down and ulcerate, its 
extension is limited by no tissue of the body. The bladder may be 
opened and a permanent fistula result, in which case the passage is 
generally from that viscus into the rectum ; but the opposite may be 
the case — and the pain caused by the entrance of faeces into the bladder 
and their discharge through the urethra is one of the best of all 
the indications for colostomy. The prostate and seminal vesicles in 
the male, and the recto- vaginal septum in the female, may each be de- 
stroyed ; in fact, any part near the disease may be implicated. 



Digitized by 



Google 



SURGERY OF THE RECTUM. 

There are two sets of lymphatics which may be involved in malig- 
nant disease of the rectum — one coming from the anus and going to 
the glands in the groin ; and one coming from the rectum proper and 
going to the glands in the hollow of the sacrum and lumbar region. 
The proj>er place, therefore, to feel for glandular involvement in the 
disease within the sphincter is along the spine, deep in the pelvis — a 
simple point which may decide the surgeon as to the proper form of 
operative interference. 

Generalization of the disease is not common, but secondary growths 
have been noted in the liver, peritoneum, kidney, pancreas, ureter, 
mouth, lungs, ovary, spleen, and skin. In my own experience the 
liver is the point to be especially watched. In six of my cases this has 
been the immediate cause of death, and in one the diagnosis of cancer 
of the liver was made before a casual examination of the rectum 
revealed the disease located there. 

The symptoms of cancer of the rectum may be classified as follows: 
those due to contraction, to ulceration, to invasion of neighboring 
parts ; and, lastly, the generalization of the disease and the cachexia. 

A cancer of the rectum often begins so insidiously that its exist- 
ence is not suspected by the patient till it has made irreparable prog- 
ress. This will be the case particularly when the disease is well up 
in the bowel beyond the reach of the sphincters. On the other hand, 
the disease is usually attended with great pain, and the character of 
the pain may be of great assistance in diagnosis. 

Attention has been called to the point in diagnosis that the exist- 
ence of pain or cramp in the lower extremity in cancer of the rectum 
is a bad sign, suggesting a direct encroachment upon some of the 
neighboring nerves, either by implication and pressure of the glands, 
or by direct extension of the original disease. 

In the later stages of cancer the pain is often the most important 
symptom to be met by treatment. It may then be due to the irritation 
of feces upon an ulcerated surface, to the involvement of the anus in 
the ulceration, or to direct pressure on adjacent parts, and each of 
these is to be met by a different and appropriate treatment. 

The symptoms directly referable to contraction of the bowel are 
often slight, and differ in no way from those caused by the fibrous 
stricture of the same part. It is often astonishing to the surgeon to 
meet with an advanced case of scirrhus in which the calibre of the 
bowel is so nearly occluded as scarcely to permit the passage of the 
end of the finger, and yet in which the patient has never had sufficient 
uneasiness to call for a direct rectal examination. 

The hemorrhage from an ulcerated rectum in cancerous disease is 
seldom profuse enough to be dangerous, though by frequent repetition 
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it may become an important factor in the ultimately fatal result. 
Only once in my experience have I seen cancer of the rectum manifest 
itself by profuse and nearly fatal hemorrhage as a very early symptom. 
The most suggestive symptom in a patient of middle age is the 
persistent discharge of small quantities of blood in the passages with- 
out apparent disease to account for it. In a case of cancer high up, 
now under my care, in the last stages of the disease, I refused two 
years ago to express a favorable opinion, or in fact any opinion, be- 
cause the tip of my finger was invariably covered with black blood 
after a digital examination. The man was at that time the picture of 
health, suffered only from digestive disturbances, and absolutely no 
disease could be made out by rectal examination. The suggestion of 
an examination under ether and my evident doubt about the nature of 
the case caused him to disappear, only to return after two years in the 
last stages of the disease. 

Toward the end of the disease many complications may arise. The 
patient is apt to become septic, and abscesses may form in the neigh- 
borhood of the growth attended by a good deal of gangrene. In two 
of my own cases (males) the bladder has been opened in this way, 
and in one the vagina. The pelvic and femoral veins may become 
occluded. Complete obstruction may occur and cause death, although 
this is rare. I have seen it only twice. Death is usually due to 
cachexia. 

From what has been said it is evident that there is little in the 
history which the patient will give of cancer of the rectum to distin- 
guish it from ulceration and stricture of any other variety, except that 
when a patient of middle age complains of bloody and mucous dis- 
charges and difficulty in defecation, which have come on within a 
short time, and is at the same time losing flesh and strength, the ex- 
aminer's suspicions should be aroused. 

The diagnosis must rest chiefly upon a physical examination, how- 
ever, and to make such an examination thoroughly, and yet safely, 
requires great care and gentleness; and properly to interpret the con- 
ditions which may be found, no little experience and knowledge. 

In the majority of cases the diagnosis may be made by the history 
and by physical examination with the finger alone. Cancer in this 
locality is a disease of rapid growth, and when a patient says that 
stricture has existed any considerable number of years the idea of 
malignancy may be abandoned. Something also may be learned from 
the general appearance of the patient, but most of all from the digital 
examination. 

When the disease is seen in its earlier stages, the hard, more or 
less distinctly circumscribed new growth which has infiltrated the wall 
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of the bowel is diagnostic. The great difficulty is to distinguish be- 
tween an advanced case in which the rectum is partially occluded by 
hard masses of disease, and an old case of stricture and uleeratioii 
which is not malignant. This may sometimes be impossible except by 
the microscope, and inflammatory disease of the rectum is not infre- 
quently mistaken for cancer. 

When a soft, friable mass of epithelioma is found seated on a hard, 
infiltrated base which is ulcerated in spots, the edges of the ulcers be- 
ing hard and raised, the diagnosis is also easy. 

Cancerous stricture of the sigmoid flexure, or of the upper part of 
the rectum above the limit of digital examination, is the most difficult 
to diagnosticate, and may sometimes escape the most thorough search. 
It may also end fatally from acute intestinal obstruction before it has 
caused sufficient symptoms to make its existence suspected ; for this 
part of the canal is very movable, easily forced out of its natural re- 
lations, and subject to complete occlusion by an amount of new growth 
which lower down in the rectum would cause only slight difficulty in 
defecation, as already explained. 

I know of no other means of diagnosis in these cases than those 
already described under non -malignant stricture; but the experienced 
examiner, if he suspect malignancy, is much more cautious in the use 
of the bougie than he would be with non-malignant disease, for he knows 
how easily a cancerous stricture will tear and cause sudden death. 

In cases in which the condition is more complicated and in which 
secondary deposits — in the liver, for example — have begun to do their 
fatal work before actual obstruction has begun, the symptoms of strict- 
ure may all be obscured by the presence of others which shall more 
readily attract the eye. In one case I had made the diagnosis of cancer 
of the liver with ascites and great intestinal disturbance, some time 
before my attention was called to the rectum, and it became evident by 
examination that the affection of the liver was secondary to malignant 
disease high up in the rectum, which was also gradually involving the 
pelvic viscera. 

The average duration of the disease is estimated by Allingham at 
about two years ; but this point is difficult to determine on account of 
its insidious commencement. 

Treatment — The treatment is general and local. In the way of 
general treatment nothing can be added to what has already been said 
under non- malignant stricture, except perhaps a word of advice against 
the too early and free use of opium. No matter what line of treatment 
may be followed or what operation may be done, in the end opium is apt 
to prove the sufferer's best and only friend. Nobody has less scruple 
against getting the full benefit of it than T, but, unfortunately, wtien 
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used freely in the first of the disease it loses its effect when most 
needed, and to the pains of cancer are often added those of the chronic 
opium habit. Therefore I begin its use reluctantly in every case, 
holding off as long as seems wise, and then I try carefully to regulate 
the daily dose. 



Fig. 150.— cancer. 

In the surgical treatment of cancer it must be plainly understood 
that none of the means mentioned under non- malignant stricture — 
neither cautery, division, divulsion, dilatation, nor electrolysis — has 
any place. The resources at our command are only two — extirpation 
and colostomy. One of these should be performed as soon as the case 
comes under observation, and all other interference with the growth 
abstained from. 

I know of nothing better calculated to fill a surgeon with disgust 
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than the story of some poor sufferer that somebody has been using a 
speculum two or three times a week and applying caustics or electric- 
ity to his cancerous rectum. Not only is this kind of local treatment 
harmful by increasing the rapidity of the growth, but it is also much 
more dangerous than one without experience would believe. It has 
long been excellent surgery either to remove a cancer completely or 
else to let it alone. 

Nothing is ever gained, and years of useful life may be lost, by 
postponing till a more convenient season an operation for cancer of the 
rectum, whether it be extirpation or colostomy. If colostomy is indi- 
cated at all, the time to perform it is immediately after it has been 
decided not to do excision ; not after intestinal obstruction has set in, 
or after the sufferer has reached the closing days of lingering disease. 

The choice between extirpation and colostomy in any case may be 
easy or may be very difficult. In some cases extirpation is manifestly 
not to be thought of and immediate colostomy may be done. In others, 
extirpation holds out so good a chance of prolonging life, and possibly 
even of effecting a radical cure, that it is plainly indicated. Between 
these two classes there is a large group of cases in which the indications 
for treatment are not as plain as they should be. 

The late Dr. Van Bureu, some years ago, tried to lay down the 
rules which should guide us in selecting cases for excision. They were 
very simple. The growth must be distinctly circumscribed, movable 
on subjacent tissues, and within easy reach by an incision through the 
perineum. Since his time Kraske has given us an entirely new opera- 
tion by incision alongside of the sacrum, and the so-called high or 
abdominal method has been added to that. 

It has therefore become possible either to resect long pieces of the 
rectum or to amputate long portions which would have been inoper- 
able, according to Van Bureu's rules, on account of their distance from 
the perineum. The advance must not be overestimated. We can now 
amputate six inches of rectum instead of three, or we can resect a cir- 
cular carcinoma at a point six inches from the anus; but to do any 
good we must still confine our operations, as Van Buren insisted, to 
cancer of the gut, and not of the gut, the lymphatics, and surround- 
ing tissues, and to an early stage of cancer at that. 

In trying to reach safe conclusions on this subject it is necessary 
to be very accurate. There are many cases in which extirpation should 
certainly not be performed, and there are some in which just as certain- 
ly colostomy should not be undertaken, at least not until after excision 
has been tried. The former are those of extensive disease involving 
not only the rectum but the adjacent tissues and lymphatics, and in this 
class I personally include many upon which others w r ould operate. 
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For my own part, I have finished trying to dissect a cancerous 
rectum away from the base of the bladder when it would almost re- 
quire a microscope to decide whether all of the disease had been re- 
moved or not, for in such cases I expect an immediate recurrence, 
often before the incision has healed. I have also finished removing 
the deep urethra, prostate, and seminal vesicles to make sure without 
a microscope that all of the cancer is removed, for in those cases either 
death from the operation or immediate recurrence may be expected. 

The cases in which extirpation should be done with a hope of cure 
are those of epithelioma low down in the rectum, and more especially 
those which begin at the anus and secondarily involve the rectum. 
These are the ones which are curable by excision, or, if not curable, 
those in which recurrence is longest delayed. 

But besides these there is a class of cases in which the rule for 
treatment is still to be considered. These are the cases of annular 
scirrhus of the rectal pouch, or even of the upper rectum, which are 
manifestly removable without more than the average risk. In these 
we must determine which operation will give the greater length of life, 
extirpation or colostomy. 

In extirpation we do a capital surgical operation, for the hope of 
cure in part, and failing this, for the certainty of palliation of suffer- 
ing and probable prolonging of life. In colostomy we do an opera- 
tion with scarce any risk and with no hope of cure. But we prolong 
life, sometimes for several years ; we relieve pain ; we secure the great- 
est possible length of days next to a cure, and we lead the sufferer 
gently down to the grave. 

In substituting an artificial anus in the groin for the natural one, 
it must be remembered that patients with cancer of the rectum, as a 
rule, have very little sphincteric power or ability to retain fecal mat- 
ter. Either there is a constant discharge which necessitates the wear- 
ing of a napkin at all times, or there is a constant uneasiness and fear 
of accident which keeps them in close proximity to the commode day 
and night. To them one daily solid evacuation, even if it does escape 
from the groin, is a great advantage, and the choice is not between 
fecal control by the anus and incontinence in the groin, but between 
one or two daily solid evacuations from the groin and a constant leak- 
age of bloody mucus and faeces from the natural anus. 

The question of the immediate risk of excision will have consider- 
able weight in determining the choice of both surgeon and patient 
This is now reduced to about fifteen per cent in the hands of skilled 
and experienced operators. 

Begarding the question of radical cure, we find difficulty in estab- 
lishing exact data, and have to take into consideration the reputation 
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of the reporter. We find, however, a constant improvement in this 
regard, depending probably on the fact of earlier operation. 

Dr. McCosh, in a paper read before the New York Surgical Society, 
has carried the statistics down to a recent date and essentially changed 
them. In 439 operations there were 84 deaths, or 19.1 per cent; and 
in 375 operations there were 32 cases, or about 10 per cent, showing 
no recurrence in four years. Unfortunately, there is no description 
of the location, character, or extent of the disease in these favorable 
cases. 

These figures are certainly sufficient to justify the operation in 
proper cases. I am exceedingly sorry that the after-histories of my 
own operations have not been more carefully kept, but in about one 
hundred operations I know of at least six in which there had been no 
recurrence after four years, and two in which the time has been mneh 
longer, but these two were epitheliomata of the anus and not of the 
rectal pouch. 

We are therefore in condition to answer those who tell their pa- 
tients that nobody has ever recovered from this operation, that the 
direct mortality is under twenty per cent and the cures ten per cent. 
This is none too favorable, it is true, but cancer of the intestine is 
almost a fatal disease, and ten per cent of cures, even with a direct 
operative mortality of twenty per cent, is much better than that all 
should be allowed to die. 

The figures will be better when the diagnosis is made earlier by the 
physician ; and the mortality attending the operation as done by those 
of no experience should not enter into the consideration. There is 
certainly no operation in surgery where technique depends so abso- 
lutely upon experience or counts for so much. 

Considering further the indications for extirpation, they may be 
grouped under three heads: the mobility of the tumor, the freedom 
from lymphatic enlargement, and the general condition of the patient 
and ability to bear the shock. 

The mobility of the growth may generally be made out by conjoined 
manipulation, but not always, and the absence of lymphatic enlarge- 
ment in the hollow of the sacrum, and laterally in the pelvis, is ex- 
ceedingly difficult to prove. The practice of making an exploratory 
laparotomy in the male, or a posterior colpotomy in the female, before 
deciding upon removal, in order to determine accurately the extent of 
the disease in doubtful cases, is growing in favor. In the male also the 
median incision may be used for an artificial anus, and the posterior 
vaginal opening is of enormous advantage in facilitating the Kraske 
operation — so great that I am personally inclined to adopt it as a rule 
of procedure. 
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In deciding upon the general condition of the patient everything 
must be taken into account, but my own experience has taught me to 
be especially careful about the heart action. There may be many pal- 
pable contraindications in the general condition, but a rapid and weak 
pulse is to my mind the most pronounced, except the existence of 
organic disease in some other organ. Twice recently, when every- 
thing else seemed favorable, I operated, in spite of a rapid and rather 
weak pulse, and both times I lost my case. 

Preliminary Colostomy. — There are three great advantages in doing 
a colostomy a week or ten days before extirpation. First, the incision 
allows a thorough exploration of the pelvis and shows the extent and 
mobility of the growth and the condition of the lymphatics. Second, 
it allows of the most perfect possible asepsis of the terminal portion 
of the gut by daily irrigation before operation. And third, and most 
important, it prevents the soiling of the site of operation by fecal dis- 
charge after operation, and allows a much better chance of primary 
union when the divided ends of the gut are sutured. Nevertheless, 
and in spite of these undoubted advantages, I do not personally use it, 
nor do I find that my mortality is greater than that of those who do. 
The condition of the parts can be determined in other ways, both be- 
fore and more especially at the time of the operation after the pelvis 
has been opened alongside the sacrum ; and in an unsuitable case the 
Operation need not be continued simply because the peritoneum has 
been opened by the sacrum, any more than after an exploratory lapa- 
rotomy in the median line in front. 

Again, no amount of preliminary washing from above downward 
will render the rectum aseptic. It may empty it and in a measure 
cleanse it, but it will not render it aseptic. The third reason given 
for colostomy (the avoidance of fecal contact with the wound after 
operation) is to my mind the weightiest, and yet I manage to get along 
without this, and get good results, and I have never attributed a death 
to sepsis from this cause. 

The objections to a preliminary colostomy are self-evident. To 
the patient it means two surgical operations instead of one, and in 
their minds the preliminary is the greater of the two. 

Methods of Operating. 

All of the different operative procedures may be grouped under 
four general heads: 

1. Operation by the perineal route. 

2. Operation by the sacral route. 

3. Operation through the vagina. 



Digitized by 



Google 



304 



SURGERY OF THE RECTUM. 



4. The combined operation in which either the sacral or the peri- 
neal route is joined with an abdominal incision. 

Perineal Operation. — The old operation by median posterior incision 
has many objections, the greatest of all being that it is in no sense an 




Fig. 151.— Fascia of the Levator Being Cut Fa Ha* Anterior fascia of levator; 2?, bulb! ; C, coccyx ; 

Bo, levator anl. 

operation of precision. It is not even a careful dissection, but an 
amputation of the gut above the disease made by the free use of the 
knife in healthy parts; and it should be employed only for disease at 
the verge of the anus, although it has been used in cancer of the rectal 
pouch. 




Fig. 152.— Prerectal Space Opened, Stowing the Prostate, Seminal Vesicles, and CoKde-Sar of 

Peritoneum. 

The perineal operation has, however, been greatly improved upon 
in recent years and by some operators is now practised by preference. 
It is now done by first closing the anus with a turned-down flap of 
skin and sutures, and then dissecting out the entire gut as a closed 
tube'as high up as may be necessary. The following cuts from Qu&iu 
illustrate sufficiently well the method without verbal description. 
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Sacral Operation. — Under this general name may be included all of 
the many modifications of Kraske's dorsal incision. These have been 
many, each possessing certain advantages to the minds of those origi- 




Fig. 158.^8ectton of the Anterior Fascia of the Levator. Allowing the Rectum to be Drawn Down 
about 12 cm. Pe M Peritoneum ; Pr„ prostate : HAf., middle hemorrhoid®. 

nating them, but the guiding principle of them all is the attack upon 
the disease from behind. As this is the method which for some years 
back has been invariably followed by myself, I will describe it in detail. 





FIG. 164.— Same as Preceding, After Peritoneal Cul-de-8ac has been Opened and the Rectum has been 
Pulled Still Farther Down. Pe., Peritoneum ; Pr., prostate. 

At least four days should be allowed in which to prepare a patient 
for extirpation of the rectum, in order to have the bowel as empty as 
20 



Digitized by 



Google 



306 SURGERY OF THE RECTUM. 

possible at the time, and to postpone as long as possible the first fecal 
evacuation afterward. 

On the first evening three compound cathartic pills should be 
given, and these should be repeated on the second. The day before 
operating the diet should be exclusively milk and beef tea, preferably 




Fig. 155.— Mesorectum Held Id Forceps. 

the latter, and on the evening before, a dose of bismuth and morphine 
should be given. This should be repeated a few hours before the 
operation. 

No preliminary preparation of the field of operation is necessary, 
but when the patient is under ether great care should be devoted to 
this point. 

With the patient in the lithotomy position the perineum is first 
shaved and the cavity of the rectum thoroughly cleansed as high up as 
possible. This is done through a speculum, at first by prolonged 
irrigation with bichloride solution (1 to 500) and then by carefully 
wiping the canal with wads of iodoform gauze on the end of long 
forceps. This is necessary, because it is often of the greatest help to 
be able to introduce the finger into the rectum during the operation, 
because the gut may be lacerated in trying to remove it, and because 
in every case it must be cut across before it is removed. In doing 
any one of these three things the whole wound is apt to become infected 
unless the most scrupulous care is observed, and the object of the 
preliminary disinfection of the calibre of the gut is to reduce this risk 
as much as possible. 

The form of disinfection described may not be theoretically or 
practically perfect, but exactly in proportion to its thoroughness, and 
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to the care with which the wound is kept clean during every stage of 
the operation, will be the mortality. 

A small tampon of iodoform gauze may be left in the rectum, but 
too great a mass distends the canal, obscures palpation of the diseased 
part from the incision, and distorts the normal relation of the parts 
during the operation. 

The patient is next turned on the face, or practically so, and the 
whole site of the operation scrubbed and disinfected. Soap and brush 
well applied, with subsequent washing with bichloride, and a final 
wash with ether will be found efficient. 

The incision should be chiefly in the groove between the nates, and 
need be carried to the left of the median line only at its upper limit. 
It should reach from opposite the promontory of the sacrum to the 
anus, and the knife should be carried directly down to bone at once. 
Flaps should be turned to left and right by a few strokes of the knife 
hugging the bone ; the flap on the right should lay bare that side of 
the sacrum, that on the left must be carried beyond the edge of the 
bone in order to expose the ligaments connecting it with the rest of the 
pelvis, and these should be divided. 

A periosteal elevator is next passed under the sacrum from left to 
right (the operator stands on the left) at the level of the incision to 



Fig. 158.— a d, Bardenheuer's incision ; a c, Hochenegg's incision ; aba, Kraske's incision, 

be made across that bone, and is worked down to the tip of the coccyx, 
so as to separate all the soft tissues from the hollow of the sacrum. In 
this way the sacra media artery and the plexus of veins are lifted 
away from the bone, and troublesome bleeding during the rest of the 
operation may be avoided. 
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When the periosteal elevator has been removed one blade of a 
strong, straight bone forceps is slipped under the sacrum in its place 
and the bone is divided transversely, the piece cut off being imme- 
diately dissected out (Fig. 156). Usually this triangular piece of 
bone should consist of the last two sacral vertebrae a::d the coccyx. 



Fig. 157.— Rydyjfier's Osteoplastic Resection, a b. Skin incision ; c d, skin and sacral incision. 

The work thus far done constitutes merely the preliminary incision, 
and should be completed in much less time than it takes to describe. 
Until after the end of the sacrum has been removed no attention need 
be given to hemorrhage, except what an assistant can give by pressure 
of sponges. The bleeding will be mostly venous and not very severe ; 
most of it will be found to have ceased by the time the bone has been 
removed. 

Should there be a steady, persistent loss of blood from just under 
the stump of the sacrum, it will be from the sacral plexus of veins 
and it may be very annoying. It may be controlled by the pressure 
of an assistant's finger, or by a long pair of forceps slightly curved, 
or by a ligature passed under it with a needle; but tying in the usual 
way without a needle is often impossible. Attention is called to this 
little point because it is often a troublesome one. When the rectum 
has been removed the bleeding will generally be found to have ceased 
spontaneously, but much time and many ounces of blood may be lost 
in unsuccessful efforts to ligature these vessels, when the pressure of 
an assistant's finger would save both. 
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The pelvis is now freely opened and the operation may proceed. 

First the rectum should be isolated on each side by the finger. No 
cutting is necessary, as the gut will roll out of its bed with great ease 
to a certain extent ; but the finger cannot be passed completely under 
and around it on account of its size at this point, nor can it be drawn 
down at all on account of the firm attachments of the peritoneum and 
the mesorectum. 



FIG. 158. -Posterior View of Rectum in Male. 



Any forcible attempt to drag it down at this stage of the operation 
is attended by great risk of rupture and consequent soiling of the 
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wound, and all that should be attempted is gentle isolation on each 
side by separating it from its loose attachments with the finger, and 
discovering by touch the extent of the disease to be removed, which 
can generally be easily done by palpating the tube as it lies iu the 
wound. 

The next step in the procedure should be the deliberate opening of 
the peritoneal cavity as near as possible to the bottom of the rectoves- 
ical or recto- vaginal fold. This is not always quickly accomplished, 
as the peritoneum is often covered by a considerable layer of connec- 
tive tissue, and this may be nicked several times at various points be- 
fore an entrance to the free peritoneal cavity is effected. In fact, this is 
to my mind the most delicate and difficult point in the whole operation. 

As the operator stands, unless he is ambidextrous, the most favor- 
able point for opening into the cavity will be to the right of the gut, 
high up in the incision, as the gut is held over to the left side by an 
assistant. Care must be taken, as the knife or scissors are used, not 
to cut into the gut itself instead of into the subperitoneal connective 
tissue. 

In women a posterior colpotomy done as a preliminary to the 
operation will be found of the greatest possible assistance at this diffi- 
cult point. Through such an incision the finger of an assistant may 
be passed to serve as a guide for the operator, and much time may be 
saved, and possible opening into the gut instead of the peritoneum 
avoided. 

In some recent cases done without colpotomy I have modified the 
procedure to avoid this search for the peritoneal pouch by first divid- 
ing the gut below the disease and then dissecting upward on its an- 
terior surface uutil the peritoneal fold was necessarily opened. The 
objection to this plan is the difficulty of maintaining asepsis, after 
once the gut has been opened, during the remainder of the operation. 

When once the peritoneum has been opened from behind, the right 
index fiuger may be passed into the cavity, hooked under the gut from • 
right to left and forced out of the peritoneum again on the left side of 
the gut, and into the wound. In this way the upper rectum surrounded 
by its peritoneal layer, with its torn margin which went to make the 
cul-de-sac, comes into the wound and the gut is freed from one of its 
strongest suspensory ligaments. 

The rectum is now held from coming down only by the mesorectum, 
which binds it to the hollow of the sacrum ; and while gentle traction 
is made upon it with the index finger under it, as I have described, 
this last obstacle to its free descent may be cut away ; but this, like 
every other step in the operation, should be done with precision and 
without violence. 
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It must be borne in mind that the nutrition of the upper end of 
the rectum, after the removal of the disease, will depend entirely upon 
the tissue which is now being cut, and this nutrition should be inter- 
fered with as little as possible. The bowel should not be forcibly 
stripped off from the mesentery and connective tissue, leaving it a 
mere tube without sources of nourishment, but the mesentery should 



Fig. 150.— Posterior View of Rectum in Female, Peritoneum Opened. 

be divided with scissors at some little distance from its attached 
border, so that any vessels coming from higher up and running parallel 
with the gut may be saved. Large veins may be divided between 
double ligatures to save blood. 

The rectum has now been rendered freely movable, and the time 
has come to resect or amputate the diseased portion. By palpating 
the gut from without, the upper limit of malignant disease can easily 
be determined ; with non-malignant ulceration it may often be neces- 
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•sary first to cut across the bowel above the strictured and thickened 
portion and then to remove successive sections till healthy mucous 
membrane is reached. 

Before dividiug the gut a ligature of gauze or an intestinal clamp 
should be applied above the point of section, aud the wound should 
be carefully protected with packing of gauze. The cut ends should 
be carefully wiped with pledgets of gauze and dusted with iodoform, 
and the upper one should be intrusted to an assistant who, by cover- 
ing it with gauze and holding it out of the way, will keep the wound 
from infection. 

The lower end held firmly by the operator must then be rapidly 
dissected from its remaining anterior attachments and either cut off 
below the disease or removed down to the anus. In most cases of dis- 
ease within reach of the finger by rectal examination, the latter will 
be necessary, and the attachments of the levator on both sides must 
be cut by scissors or knife. Bold and rapid dissection at this stage 
will save much bleeding. 

During all this part of the operation the constant danger of infect- 
ing the wound with the contents of the divided bowel must be scrupu- 
lously guarded against. Up to this point complete antisepsis is easy, 
but at this stage it is very difficult, aud yet the life of the patient 
depends most certainly upon its being done successfully, for fouling 
of the wound with intestinal contents means sepsis, high fever, pro- 
longed suppuration, and a very high death rate. 

After removal of the diseased portion it should be carefully ex- 
amined. At least an inch of healthy gut should always be removed 
above the upper limit of cancer, and in non-malignant disease the 
mucous membrane of the cut end of the upper segment should be rosy 
and healthy in appearance, and not purple and ecchymosed. 

No hemorrhage need be feared in dividing the bowel. Unfortu- 
nately, it is never too well nourished, and a bleeding vessel or two on 
section is always a good sign. ' 

The operator will find he now has the whole pelvic cavity at his 
command. In women the tubes, ovaries, and uterus can be plainly 
seen and palpated. Several times I have removed tubes and ovaries 
at this stage of the operation, but unless their removal is very im- 
perative I had rather not do so. The shock of an extirpation of the 
rectum may be more than the patient can bear without any additional 
traumatism. 

The next point to be decided is what to do with the upper end of 
the gut — whether to bring it down to the skin and suture it in the 
perineum, to suture it to any part of the rectum which may have been 
left below, or to bring it out in the middle of the skin incision and 
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suture it just below the stump of the sacrum. This is always a deli- 
cate point, and, except iu cases of disease high up, in which a distinct 
resection and not an amputation has been done, and in which some 
sort of end-to-end union is to be attempted, the location of the new 
anus will have to depend more upon the nutrition of the upper frag- 
ment than upon any preconceived ideas of the operator. 

If the loose end of the gut seems well nourished, and can be loos- 
ened from its attachments sufficiently to allow of its being stitched to 
the perineum to form an anus in the normal place, it will be a great 
advantage. If, on the other hand, the segment is pale and bloodless 



Fig. 180.— Rectum After Excision. 

on section ; if, in order to get it down at all, the mesentery has been 
freely divided, it is much safer to bring it out behind, under the cut 
edge of the sacrum, and attach it to the skin, as was originally the rule 
in all cases. 

Of course an anus in the perineum is much more satisfactory than 
one in the sacral region; but next to the danger of infecting the 
wound during the operation comes the danger of sloughing of the end 
of the gut after the operation, and infection of the wound from this 
cause ; it may easily happen that an operation will be fatal in this 
way which would have been successful had the operator been content 
with a little less perfect after-result. 

In cases of cancer, in which all questions of future functional per- 
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feet ion are as nothing to the great one of prolonging life by removing 
the disease, it may be perfectly proper to disregard a minor point 
such as this and aim simply to save life at the least possible risk by 
forming the new anus in the sacral region. But in cases of non- 
malignant stricture and ulcers demanding excision the subsequent 




Fig. 161.— Sacral Artificial Anus. 

functional condition of the parte will prove a matter of more conse- 
quence. The surgeon may know he has as surely saved the life of 
such a patient as if he had removed a cancer ; but the patient may not 
appreciate it, and may be tempted to compare his subsequent with his 
previous state, even though he may be cured of his disease and have 
gained greatly in flesh and strength. Therefore it is always better to 
bring the upper end down to the site of the natural anus when it can 
be done without too much danger of sloughing. 

This point having been decided and the gut fitted to the position it 
is to occupy, and lengthened if necessary and possible to avoid tension, 
or shortened if more remains than is necessary for an anus in the sacral 
region, the toilet of the peritoneum may be attended to. This is much 
the same as in an ordinary laparotomy — hot douches with saline solu- 
tion, or sponging till all fluids are removed from the deep portions of 
the wound. 

Should the operator prefer to close the opening into the peritoneum 
by a separate catgut suture, this should next be done. It is not diffi- 
cult to find the ragged margins of what is left of the cul-de-sac, run 
them together by a continuous suture from below upward, and finally 
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close the peritoneal cavity by stitching the edges of the torn peritoneum 
to the peritoneal layer of the bowel. I do not, however, consider this 
separate suture necessary. 

The end of the gut should next be stitched to the skin at the point 
decided upon, and all parts of the wound should be drawn together as 
carefully as possible by deep and superficial sutures. The cavity left 
by removal of the rectum is too large, however, for perfect apposition 
or for union to be expected by first intention, and a drain of gauze, 
should be passed down to its deeper parts. Free oozing will always 
take place from the bed from which the anal portion of the gut has 
been removed, and this can best be stopped by a few deep sutures iu the 
final closure of the wound. In fact, it often cannot be stopped in any 
other way. 

Usually a sharp rise of temperature — to 102°, or even 102.5°— may 
be looked for even in favorable cases at the end of the second day, but 
in those that are to do well this will subside in a day or two spontane- 
ously, and the patient will make an uninterrupted good recovery. A 
patient successfully operated upon may be sitting up at the end of 
two weeks, and several of my own have returned to their homes at the 
end of three. 



Fig. 162.— Truas for Sacral Anus. 

The most careful end-to-end suturing of the gut after resection of 
the disease should always be practised. If the anus has also been ex- 
tirpated, then a very careful suturing of the end of the gut to the skin 
should be practised. The Murphy button is, generally speaking, not 
adapted to these cases, for the reason that its successful use depends 
in great measure upon securing peritoneal approximation, and there is 
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usually no peritoneum on the distal end of the gut after extirpation of 
the rectum. 

When the suturing fails the vast wound will be found after two or 
three days to be full of fetid gas, pus, and fecal matter, and if the 
patient is fortunate enough to recover it is with a fecal fistula in addi- 
tion to the anus provided by the operation. 

In cases in which a fecal fistula has resulted at some point in the 
line of incision, secondary plastic operations are often successful. As 
a rule the gut itself must be dissected out and closed with Lembert's 
suture, aud then the wound covered by suturing the skin and subcu- 
taneous tissue. Closing the skin over the opening in the bowel with- 
out closing the opening in the bowel itself is seldom successful. 

In avoiding a fecal fistula trust must be placed entirely in a careful 
suture of the cut ends, and the more careful the suture, and the more 
perfect the antiseptic precautions, the better chance there is of union 
without a large fecal abscess and subsequent fistula. 

In amputation the upper end should be brought as near the site of 
the natural anus as possible, and if the sphincter has been left the in- 
side of the anus should be vivified in order to give some chance for 
union. A fecal fistula may, it is true, result in any case, but the main 
object of the operator should be to avoid this result, and the more 
thought he devotes to it, and the more perfect his antisepsis, the less 
likely it is to occur. 

Many complications may arise during an operation for extirpation 
of the rectum. One of the most awkward I have ever personally en- 
countered was to find a rectum absolutely devoid of mesentery and 
bound immovably to the hollow of the sacrum. All attempts to get 
it loose and bring it down resulted merely in stripping up one of the 
longitudinal bands of muscular fibres, and in the end I held in my 
hand six inches of stripped and injured gut which was entirely with- 
out any source of nutrition. As I was about to abandon the operation 
and turn the patient over for a left inguinal colostomy, it occurred to 
me to make use of a loop of large gut, probably the upper freely mov- 
able part of the sigmoid, which during a great part of the time had 
been hanging freely in the field and occasionally getting in the way. 
This was drawn into the incision and stitched to the edges much as 
would be done in ordinary colostomy. It was then opened and the 
section between this opening and the end irrigated. Finally, the use- 
less end of the gut was also stitched to the incision in the expectation 
that it would slough and come away, as it did. The man made a rapid 
and uneventful recovery. 

Another complication, though not a frequent one, may be found in 
the consolidation of all the perirectal tissue by inflammatory changes 
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in cases of old, non-malignant ulceration and stricture. Under these 
circumstances the isolation of the rectum may be a matter of the 
greatest difficulty, and beyond the powers of the inexperienced operator. 

Such in brief is the operation for extirpation of the cancerous or 
strictured and ulcerated rectum. The most casual reader will at once 
be struck by the fact that it is an operation of absolute precision, very 
different in character from the old one through the perineum, in which 
a more or less blind plunge was made into the pelvis for a piece of the 
rectum, and in which the loss of blood depended almost entirely on 
the speed of the operator. 

The operation described may be doue by an experienced man in 
about forty-five minutes, and its mortality will depend much more on 
keeping fecal matter and other intestinal contents out of the wound, 
both during the operation and the first days of healing, than upon the 
amount of shock. 

My own first statistics 'showed the full death rate of thirty per 
cent, but by attention to the details given above this has gradually 
been reduced until, at this time of writing, I have had no death in the 
last seventeen cases. 

A wouud into the vagina, though always to be avoided when pos- 
sible, may often be necessary in order fully to remove the disease. 
Such a fistula may be closed during the operation. A wound of the 
urethra in the male, when slight, is to be treated as though the patient 
had submitted to an external urethrotomy, by the frequent passage of 
the sound to prevent contraction. 

When a large piece has been taken from the urethral wall, a per- 
manent recto-urethral fistula is the necessary result, and the danger of 
fatal inflammatory action is greatly increased from the presence of the 
urine in the rectal wound. Wounds of the peritoneum may or may 
not be sutured with catgut, as the operator prefers. As for the cases 
reported by Xussbaum and others in which the whole neck of the 
bladder, the greater part of the prostate, and the seminal vesicles have 
been removed, and the patients have lived for years in comfort, they 
are merely curiosities of literature. That such a thing may happen 
has been proved, but that the operation should ever be undertaken in 
any case in which such a result is necessary for the entire removal of 
the disease, has yet to be proved. 

In certain cases in which, from the extent of rectum removed, it is 
impossible to draw the ends together, or in which, from the tightness of 
the stricture, it has been impossible to empty the bowel above of faeces, 
or in which the wound has become soiled with the same during operation, 
Kraske postpones the suturing of the ends of the gut at the posterior 
segment till a future period, and forms a provisional sacral artificial 
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anus, as shown in Figs. 160, 161. For this a subsequent plastic 
operation is necessary. Hochenegg has devised and applied the truss 
shown in the cut for use in these cases (Fig. 162). 



Fig. 163.— Abdomlno-Perlneal Excision. Pint step. Ligature of hypogastric arteries. 

Schede accomplishes the same end by a colostomy in the groin after 
the resection, and a subsequent closure of the artificial anus when the 
sacral wound has healed. 



Fio. 164.— Second Step. Liberation of sigmoid and formation of anus in left groin. 

Abdomino-Perineal Operation. — This consists in complete removal of 
the rectum and part of the sigmoid by combined abdominal and peri- 
neal incision with the formation of a permanent artificial anus. The 
technique as devised by Gaudier {Rev. de Gyn., etc., No. 5, 1897) is 
as follows: 



Digitized by 



Google 



CANCER. 319 

The first step is entirely abdominal. An incision is made in the 
median line, the patient being in the Trendelenburg posture. The 
hand is passed into the pelvis, the rectum located, and the sigmoid 
brought into the incision and drawn taut so that no more is removed 
than necessary. By this examination the extent of the disease and the 
extent of ganglionic infiltration are determined. 

The abdomen is protected with sponges, the bladder pressed toward 
the symphysis by a large retractor, and the intestine is divided. To 
do this the sigmoid is drawn out of the wound and its mesocolon per- 



Fio. 166.— Third Stage. Freeing the rectum and dividing between two ligatures the superior hemor- 
rhoidal vessel*, the mesosegmold, etc. 

f orated with a large needle and double ligature, which is tied firmly 
around the gut in two places, leaving an interval of about an inch be- 
tween them. When the gut is divided between the ligatures none of 
the intestinal contents must be allowed to escape from the surrounding 
packing of gauze, and the divided ends should be intrusted to an as 
sistant, each being protected by a covering of gauze and held away 
from the wound. The lower one may be stuffed with gauze and 
secured by a ligature to prevent any soiling of the peritoneal cavity 
during the remainder of the operation. 

While the upper end is held out of the way in the upper angle of 
the wound, the lower is gently drawn upon by the assistant in order to 
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keep the mesocolon taut. If the intestines are held well out of the 
pelvis by sponges, the entire rectum will be visible with its mesorec- 
tum as far down as the inferior vertebral attachment, and this may be 
secured in sections by a chain ligature and the gut liberated by section 
between it and the ligatures. 

As the mesorectum is divided the finger may be used to liberate the 
rectum from its surrounding cellular tissue. This should be continued 
in front to the recto- vesical or recto-uterine cul-de-sac which is incised 
as near as possible to the bowel ; and in this way, without loss of blood, 
the extent of the disease and ganglionic involvement can be determined. 



Fig. 166. -Completion of the Abdominal Stage of the Operation and Repair of Incision In the Perito- 
neum Hade for Ligaturing the Hypogastrics. L.H., the superior hemorrhoidals, H.S., and the 
mesosigmoid, etc. 

The general rule is to go as far as possible with the denudation of 
the bowel by the abdominal incision. This having been accomplished 
without any force or tearing, the pelvis in front and behind the rectum 
is firmly packed with gauze to prevent oozing and to balloon out the 
perineum. 

The patient is next placed in the lithotomy position, while the as- 
sistant still holds the cut ends of the gut in the abdominal wound and 
protects it with compresses. The index of the left hand covered with 
a rubber glove finger is inserted into the anus, a circular incision is 
made around it, a cuff of skin is turned up, the rectum is stuffed with 
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a gauze, and the cuff closed over it with a strong suture. The rectum 
is next dissected out, first in front with scissors, the tampon in the ab- 
domen facilitating the dissection by its pressure ; next laterally where 
the levator has to be divided on both sides ; and finally posteriorly 



FIG. 167. 

where the gut will still be held by the lower extremity of the mesorec- 
tum and some vascular tissue, which should be tied either before or 
after clamping. 

The rectum and sigmoid in the form of a tumor closed at both ends 
can now be drawn out through the perineal incision, and this may \>e 
21 
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completely closed by a perineorrhaphy with strong catgut or silver 
wire. A small drain of gauze will be advisable. 

Eeturning to the abdominal wound, either the upper end of the 
gut may be stitched to the upper angle of the incision already made, 



Fid. 168. 



which will form a very convenient artificial anus ; or, if the operator 
prefer the classical position in the left groin, a new incision may be 
made there, and the end of the gut drawn through it and sutured be- 
fore the median incision is closed. 

Vaginal Excision. — The facility with which the rectum may be 
reached through the vagina has been pointed out by Rehn and Cam- 
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penom. The posterior vaginal wall may be divided by a median lon- 
gitudinal incision extending outward and downward through the peri- 
neum to the margin of the sphincter. The dissection of the rectum 
from its bed may be done almost entirely with the handle of the 



fig. 169. 

scalpel. After the diseased portion has been sufficiently liberated the 
gut may be closed with a ligature both above and below in resection, 
or above in amputation, and the growth removed. After suture of 
the ends in resection, or fixation of the stump to the perineum in am- 
putation, the vaginal incision may be closed. This incision allows 
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free entrance to the peritoneal cavity also, as is shown in vaginal 
coeliotoniy. 

The following cuts and description of the technique of the vaginal 
method are by Murphy. ' 



Fig. 170. 

u Lithotomy position. The vagina was dilated with broad spectrin, 
the cervix drawn down, and the cul-de-sac opened by a transverse in- 
cision similar to that used in vaginal hysterectomy. Large laparotomy 
sponges were now passed into the peritoneal cavity to displace the in- 

1 Philadelphia Med. Journal, February 23*1. 1891 
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testines out of the field of operation. The tumor was carefully exam- 
ined, as well as the recto-peritoneal lymph glands, which latter did not 
appear to be involved in the disease. The tumor extended upward 
almost to the brim of the pelvis. The recto-vaginal septum was now 
divided down to the rectum by a vertical incision in the middle line, 



Fig. 171. 

extending from the post -cervical opening, and including the sphincter 
ani (Fig. 167). The hemorrhage, which was quite profuse from the 
dilated veins, was controlled by compresses and forceps. The poste- 
rior vaginal wall was now dissected laterally from its attachments to the 
rectum; lateral and anterior retractors were placed in position, and a 
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large field for operation exposed (Fig. 168). The sigmoid could be 
handled throughout its entire extent, and brought well down without 
the slightest difficulty. With scissors the anterior rectal wall, includ- 
ing the sphincter, was divided up to the lower border of the tumor, 
and the anal segment of the rectum separated from that just above it 



Pig. 172. 

by a complete transverse incision one inch below the lower limit of the 
tumor, the incision extending into the post-rectal connective tissue 
(Fig. 169). The proximal end of the rectum was grasped with vulsel- 
lum forceps, closing it completely, and by the use of curved scissors 
separated from its coccygeal and post-rectal attachments, upward to 
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the promontory of the sacrum, thus freeing and mobilizing it (Fig. 
170). The hemorrhage during this part of the operation was easily 
controlled. The mesosigmoid was now loosened sufficiently to allow 
the healthy portion of the bowel to come well down. The rectum was 
amputated above the upper border of the tumor growth, and the sig- 
moid and sphincteric segment of the rectum united end-to-end by silk 
sutures. These sutures were passed from within outward, thereby 
causing all the knots to be on the inside of the bowel ; the ends were 
left long to facilitate removal. The incision in the anterior rectal wall 
was closed with silk sutures, introduced in the same manner as those 
last described, and the ends of the divided sphincter were united by 
buried sutures of catgut (Fig. 171). The laparotomy sponges were 
removed from the peritoneal cavity and the peritoneum on the floor of 
the pelvis closed with a continuous catgut suture. The vaginal wall 
was sutured to the cervix, closing the transverse incision, and the 
edges of the vertical cut united in the central raphe with silkworm-gut 
sutures (Fig. 172). A large rubber drainage tube, one inch in di- 
ameter, was inserted into the rectum and sutured in place." 

Sphincteric Action After Extirpation. — Many attempts have been made 
to secure this very desirable result — inost of them ineffectual. As a 
rule there will be no sphincteric action after an amputation, and all 
hopes of sphincteric power after destruction of the muscle upon which 
alone it depends may as well be abandoned first as last. The twisting 
of the end of the gut before suturing it to the skin may do something, 
and so may an opening in the substance of the gluteus maximus muscle 
to which the end of the gut is sutured, but it is best not to hope for 
much from these expedients. 
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CHAPTER XVI. 

CONSTIPATION AND FECAL IMPACTION. 

Stercoral Perforation — Pruritus — Wounds of the Eectum, 
Bladder, and Urethra — Foreign Bodies— Rupture of the 
Intestine— Spasm of the Sphincter — Neuralgia. 

Constipation and impaction, though not at all diseases of the rec- 
tum, are marked symptoms of so many such diseases that a few words 
regarding them may not be out of place. 

Personally I have no sympathy with the modern fad that constipa- 
tion is caused by the valves of the rectum and can be cured by any 
kind of surgical interference with them. 

Many years ago I made a very careful study of these so-called 
valves, and the whole literature of the subject up to that date will be 
found in former editions. My preparations were made by injecting 
plaster, by inflation and freezing, and by frozen sections of the pelvis 
without injection. The results reached at that time T have never seen 
any sufficient reason for changing. They were as follows : 

That the folds of mucous membrane, such as have been described, 
are of the nature to form an obstruction to the passage of the faeces, 
would seem to admit of no reasonable doubt. But this obstruction is 
passive and not active, and is by no means sphincteric in character. 
When it is sufficiently great to form a real obstruction to the descent 
of f teces, the condition is an abnormal one ; but such a condition is 
sometimes seen, and is one which is not to be disregarded in the path- 
ology of stricture of the rectum. 

1. What has been so often and so differently described as a third 
or superior sphincter ani muscle is in reality nothing more than a band 
of the circular muscular fibres of the rectum. 

2. This band is not constant in its situation or size, and may be 
found anywhere over an area of three inches in the upper part of the 
rectum. 

3. The folds of mucous membrane (Houston's valves) which have 
been associated with these bands of muscular tissue stand in no neces- 
sary relation with them, being also inconstant, and varying much in 
size and position in different persons. 
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4. There is nothing in the physiology of the act of defecation, as at 
present understood, or in the fact of a certain amount of continence of 
fteces after extirpation of the anus, which necessitates the idea of the 
existence of a superior sphincter. 

5. When a fold of mucous membrane is found which contains mus- 
cular tissue, and is firm enough to act as a barrier to the descent of the 
faeces, the arrangement may fairly be considered an abnormality, and 
is very apt to produce the usual signs of stricture. 

Constipation may result, however, from any lesion of the anus which 
causes pain on defecation, such as piles, fissures, ulcers, fistulse, and 



PIG. 173.— Vertical Section of Frozen Male Pelvis After Injecting the Rectum with Plaster. L r ., Ureter; 
c.dj*.P. % peritoneal cul-de-sac; r.«., vesiculae seminales; E.P.H.S.. superior pelvi-reetal space; 
O.f., obturator intern us; C. /./?., Ischio-reetal fossa; S.E. % external sphincter. 

proctocele. One other cause which must never be forgotten in an ob- 
stinate case is the possibility that the bowel may be congenitally mal- 
formed in such a way jus to render easy and complete evacuation im- 
possible. There may be a congenital narrowing of the intestine two or 
three inches above the anus, which, as life advances, shall make itself 
more and more apparent in the way of difficult evacuation. There is 
also a spasmodic contraction of the sphincter muscle which may be due 
to a congenital narrowness or may be acquired in adult life, and which 
will render defecation so painful that obstinate constipation is but the 
natural consequence. This is sometimes the result of fissure, and 
sometimes a purely nervous affection without fissure, and as far as my 
knowledge goes, it constitutes the only sound indication for the now 
too popular operation of stretching the sphincter. 
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Constipation is not only a symptom of disease, as in the cases enu- 
merated, but is also attended by its own train of consequences. When 
long continued it leads to certain changes in the bowel and adjacent 
parts. It is thus the most frequent cause of piles, fissures, ulceration, 
and abscess. Prolapse of the bowel is often caused by this condition, 
and cases of actual rupture from straining, with fatal consequences, 
have been reported. 



Fig. 174.— Rectum Incised Longitudinally, Showing Houston's Valves. (Quenuand Hartmann.) 

Impaction of Fwce8. — The impaction of faeces may be due to several 
causes, but is most generally a symptom either of intestinal atony in 
old people, or of some paralytic affection, such as locomotor ataxia 
It not infrequently occurs in women as a result of the entire neglect of 
the function of defecation, for which they are perhaps unjustly cele- 
brated ; and it may follow a partial paralysis of the rectum from the 
long-continued use of large enemata, or the pressure of the foetal head 
in childbirth. 
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The disease is generally one of old people, of hysterical girls, and 
of careless women; bnt it has been seen in children, and, as a result of 
improper diet, may occasionally be encountered in young and healthy 
men ; and is a not uncommon complication of typhoid fever. 

An impaction may be composed entirely of hardened and stratified 
or clayey masses of freces, or may contain as a nucleus a biliary calcu- 
lus, or indigestible substance which has been hastily swallowed, such 
as peach pits, cherry stones, etc. Mollidre calls attention to the pres- 
ence of magnesia, which favors the aggregation of faecal matters, and 
which also may act as the nucleus of a scybalum; and the frequency of 
impaction during the famine in Ireland in 1846, when potatoes, and 
those of a very poor quality, were the only article of diet, is a well- 
known historical fact. 

The usual location of a mass of impacted faeces is the rectal pouch, 
but it may be situated anywhere between the caecum and this point. 
The symptoms to which it gives rise are generally sufficiently well 
marked to enable the practitioner to reach a correct diagnosis if he be 
on his guard. The pains which it causes will generally be obscure and 
may be located anywhere in the abdomen or in the lower extremities ; 
and the signs of disturbance in digestion are not in themselves suffi- 
ciently marked for diagnosis, but the one symptom which is character- 
istic is diarrahcea. 

Just as the practitioner has to learn that incontinence of urine may 
be a sign of a distended and not an empty bladder, so he may have to 
learn by a disagreeable error in diagnosis that a diarrhoea is sometimes 
a result of an overfilled and obstructed rectum. 

Treatment. — The treatment of impaction is simple, and consists first 
of all in the entire removal of the mass. In cases of paralysis, in 
which the accumulation has not been allowed to reach any very great 
amount, and the scybala are small and not very hard, this may some- 
times be accomplished by the use of injections with a long tube and 
the assistance of the finger of the operator. 

In women very effectual aid may be rendered under similar condi- 
tions by pressure from the vagina, by which small masses may be ex- 
truded one after another, each with a certain amount of pain, but 
without laceration of the mucous membrane at the anus. This plan of 
treatment will often constitute one of the regular duties of the attend- 
ant upon a case of paralysis — a disagreeable duty which must be at- 
tended to at certain regular intervals. 

In cases of longer standing, however, these means may be entirely 
inadequate, and all injections, no matter what their supposed solvent 
virtues, will be of no avail even if they are not at once ejected. No 
reliance should be placed upon the solvent power of enemata. They 
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should be made to act mechanically by virtue of the amount injected, 
and the best solvent of all is water. In such cases the operation of 
breaking up and removing the mass must be begun by the administra- 
tion of ether and by dilatation of the sphincter. This accomplished, 
the mass may be attacked with the fingers, an iron spoon, a pair of lith- 
otomy forceps, or scoop, and removed piece by piece. When this has 
been done, an injection may be administered through the long tube 
and more matter will generally come down from the sigmoid flexure. 
The impacted mass is often as large as the fist, and sometimes as a 
foetal head, and the amount in the sigmoid flexure and colon may be 
much greater, though not as hard, so that at a single sitting an enor- 
mous amount may be removed. 

After such an operation as this the patient must be treated by in- 
jections and a daily laxative, as described in speaking of constipation, 
till the overdisteuded rectum has recovered its tone. This may require 
a considerable time. 

Stercoral Perforation. — The fact that a hard mass of faeces may 
cause ulceration and perforation of the intestine against which it rests 
has been referred to in connection with ulceration of the rectum, of 
which it is one of the recognized causes. 

Although ulceration from this cause is not uncommon in the lower 
bowel, it is much rarer in the small intestine because of the greater mo- 
bility of the faeces and the less liability to constant pressure on any one 
point. When found in the colon it is generally as a result of stricture 
and partial obstruction. 

The perforation, though rare in the small intestine, may, however, 
occur at any point and may therefore be intra- or extra-peritoneal, de- 
pending upon whether it involves the free or mesenteric portion of the 
calibre. When intraperitoneal the usual peritonitis is a necessary re- 
sult, although, unless the existence of stricture and obstruction be 
known, a diagnosis of the cause of the peritonitis may be impossible. 
When the perforation is extraperitoneal, fecal abscess is the more usual 
result, and this may start at any part of the pelvis or abdomen and 
reach a large size, burrowing generally toward the diaphragm rather 
than the pelvis. 

The condition is one of diffuse cellulitis such as is described under 
periproctitis, with high temperature, chills, and cutaneous oedema re- 
sembling erysipelas. 

The treatment is by free incision, which need not necessarily be 
through the peritoneum but may be in the loin. The site of the oper- 
ation must depend upon the situation of the pus. 
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Pruritus. 



Pruritus ani — itching at the anus — is generally a symptom of some 
other disease, such as hemorrhoids or eczema, but it is often present 
in a marked degree when no cause for its existence can be discovered. 
It is an exceedingly painful and annoying affection, and one which 
will often tax the powers of the surgeon to the utmost for its cure. 

It is met with in both men and women, and seems to be dependent 
upon no particular general state, being found in rich and poor, the 
overfed and underfed, the professional man of nervous constitution 
and the laborer alike. 

The disease is marked by an itching at the anus which is more or 
less constant, but is generally worse after the sufferer has become warm 
in bed at night. The itching causes an attempt at relief by scratching, 
and the scratching, though it may be controlled during the day, is gen- 
erally practised unconsciously during sleep to an extent which causes 
laceration of the skin. The itching in bad cases, even when constant, 
is marked by exacerbations and remissions, and may cause an amount 
of suffering which is simply unbearable. 

The disease is attended by certain changes in the appearance of the 
parts. The skin becomes thickened and parchment-like, or else eczein- 
atous and moist from exudation. It may be red from the scratching, 
or there may be quite a characteristic loss of the natural pigment of 
the anus. In the latter case the skin becomes of a dull whitish color, 
and this will oftener be noticed when the disease is of long standing 
and severe. 

The exudation may be very marked when the itching is slight, and 
may be attributed by the patient to trouble within the rectum instead 
of to its real source. Associated with the changes in the skin it is not 
at all uncommon to find one or several fissures. 

The cause of pruritus may sometimes be easily discoverable, and. in 
such cases a cure rapidly follows its removal. For example, pruritus 
is often a symptom of internal hemorrhoids, and is easily and effect- 
ually cured by their removal. Again, it is often a symptom or com- 
plication of a fistula with a small external opening, such as may easily 
be overlooked in a cursory examination, and is cured by the ordinary 
operation and the consequent cessation of the discharge upon which it 
depends. 

It is rarely dependent upon the presence of the Oxyuris vermicularis 
in the rectum, and in every case these should be carefully looked for. 
If they are present they may generally be seen like small pieces of 
white thread between the radiating folds at the margin of the anus, 
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especially at night when the itching begins. They may generally be 
eradicated by certain simple measures, the best known of which is an 
enema of lime water, or of carbolic acid 3 i., glycerin 3 i., and 
water 3 vij., injected after each passage. Turpentine and tincture of 
iron may be used for the same purpose, and are both very effectual ; 
but the parasites are much more easily removed in children than in 
adults, and I have had one case which was exceedingly intractable, 
and in which I have never been able to keep the worms from returning 
for any great length of time. A single examination should never be 
considered as proof of the absence of this parasite in an obstinate case 
of pruritus. 

Instead of a parasite located within the rectum, pruritus is occa- 
sionally easily accounted for by the presence of pediculi. In such a 
case the diagnosis and cure are alike easy. 

Again, the parasite may be vegetable instead of animal, and the 
itching may be due to the disease known as eczema marginatum. In 
this case the diagnosis will rest upon the finding of the spores, under 
the microscope, in the epidermis scraped from the edge of the affected 
spot and moistened with glycerin. 

The most effectual remedy for this condition is a wash of equal 
parts of sulphurous acid and water, frequently applied with a soft, 
cloth, and gradually increased in strength, if necessary, up to the pure 
acid, which latter is, however, generally a painful application, and 
one which will readily blister. The acid, even when diluted to a con- 
siderable extent, will blister if covered with a cloth. Strong tincture 
of iodine applied with a brush is also an effectual remedy in eradicat- 
ing the plant. 

Pruritus may also be dependent upon other skin diseases, among 
which chronic eczema is perhaps the most common, and this is to be 
treated exactly here as elsewhere in the body, first by general meas- 
ures directed to the constitutional state, and second by local applica- 
tion. 

The congestion and the thickening of the skin must first be reme- 
died, and for this purpose very hot water, compound tincture of green 
soap, and, if necessary, a solution of caustic potash may be applied. 
The water, to be of any use, must be as hot as the fingers can bear, 
and should be applied to the part with a soft cloth and held there till 
it begins to cool. This may be repeated half a dozen times, but all 
rubbing should be carefully avoided both during the application and 
in drying the parts after it. 

This is a favorite remedy with most dermatologists; it should be 
used just before going to bed, and is often in itself sufficient to insure 
a good night's sleep. 



Digitized by 



Google 



PRURITUS. 335 

If there be thickening of the skin from effusion, a stronger appli- 
cation than hot water will be necessary ; and for this the compound 
tincture of green soap is a good remedy, or the solution of potash (gr. 
v.- % i. ), or liquor potassae may be resorted to with caution. The for- 
mula for the compound tincture of green soap is the following : 

1} Saponis viridis, 

Olei cadini, 

Alcohol &fi J i. 

M. 

It is a much stronger preparation than the simple green soap, and 
also a much more disagreeable one, but it is very effectual, and should 
be well rubbed into the part once a day. These remedies should be 
followed at once by soothing ointments or lotions. A good ointment 
is the ordinary oxide of zinc made soft and applied gently, and one 
which is pretty certain to allay itching is that made of chloroform 
(3 i.- 1 i.). This soon loses its power by the evaporation of the 
chloroform, and should on this account be kept in a wide-mouthed 
glass bottle, tightly corked, and should be frequently renewed. An- 
other favorite application, and one which is very generally effectual, 
consists in a lotion of carbolic acid. The formula is: 

1} Acidi carbolici J ss. 

Glycerince 5 i. 

Aqute I iij. 

M. 

This may be applied at night, and if found to be too strong may be 
diluted by the patient. In a more dilute form it may also be contin- 
ued for a considerable time after all symptoms have ceased. 

For the sake of those who have never encountered an obstinate case 
of this disease, but who are pretty sure at some time to have both 
knowledge and ingenuity taxed to the utmost, I will give one or two 
more formulaB which have been found reliable : 

S Sodae biboratis 3 ij. 

Morph. hydrochlor gr xvi. 

Acidi hydrocyanici dil 1 ss 

Glycerinee J ij 

Aquro ad J viij. 

M. 

This should be applied to the part four or five times in the twenty- 
four hours. Dr. Bulkley has also recommended the following as being 
useful, and I have often found it so: 
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1} Ungt. picis 3 iij- 

Ungt. bellad 3 ij. 

Tr. aconit. rad 3 ss. 

Zinci oxidi 3 i. 

Ungt. aquae ros 3 "j. 

M. 

The following prescription has also been very efficient in my hands. 
I am indebted for it to Dr. Salisbury : 

3 Menthol 3 i. 

Simple cerate §ij. 

Oil sweet almonds 5 i. 

Carbolic acid 3 i- 

Zinc oxide powder 3 ij. 

M. Apply morning, noon, and night, after cleansing the parts. 

An ointment of chloral and camphor, a drachm of each to the 
ounce, is also at times effectual in allaying itching. 

There are two other skin diseases, either of which may be the cause 
of pruritus — herpes and erythema. Herpes at the margin of the anus 
is the same as when seen on the lips. In the latter case it heals spon- 
taneously, in the former a dressing may be necessary. This may con- 
sist simply of a dry powder such as zinc or bismuth, or of one of the 
lotions already mentioned. Erythema will be found chiefly in fat peo 
pie, where it is due to contact of the opposing cutaneous surfaces. It 
also is best treated by the application of dry powders, and by separat- 
ing the opposed surfaces by a layer of dry sheet lint or old muslin. 

These are the most palpable, and perhaps also the most common, 
causes of pruritus, but there are many cases in which the cause is not 
so easily discoverable, because it is a constitutional and not a local 
one. Where no local cause can be detected, a careful inquiry must be 
instituted with regard to the patient's general health and habits. If 
chronic constipation be present, this must first of all be overcome, for 
this is in itself an efficient cause for the disease. 

Another not infrequent cause of pruritus is derangement in the 
function of the liver. This may or may not be associated with consti- 
pation. It must be treated by general dietetic measures, the dilute 
mineral acids, occasionally by doses of podophyllin, active out-of-door 
exercise, and cold and friction applied to the hepatic region. 

In women uterine disorders must be looked for and cured before 
very much will be accomplished in the treatment of pruritus; and the 
urine must be examined for sugar in obstinate cases, for diabetes will 
sometimes give rise to incurable pruritus. 

In case none of these causes can be found to account for the itching, 
errors of diet must be searched for, and corrected when found. Any- 
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thiug like excess in smoking or in alcoholic drinks will keep up the 
disease, and in men these habits must be carefully regulated, if in- 
dulged in at all. 

The disease will sometimes be encountered in stout, full-blooded 
persons who live well and perhaps incline to the gout, and who show 
no other signs of disorder. In such, active exercise and plainer liv- 
ing, with cold bathing of the part at night and morning, and the use 
of a lotion of carbolic acid, will often effect a speedy cure. 

On the other hand, the disease may be present in exactly the op- 
posite class of persons, the overworked and worried professional or 
business man, and it is in this class of cases alone, in which the itching 
seems to be purely a nervous symptom, that arsenic is indicated. It 
may be combined with quinine and cod-liver oil, and carried up to 
its full physiological effect. 

In old cases, which resist milder measures, I have worked many 
cures by putting the patient under ether and applying the Paquelin 
cautery lightly to the whole affected surface. Where there is much 
induration, a few stripes may be made entirely through the derma; 
where the cause is an old eczema without much infiltration, the entire 
surface may be lightly brushed over with the white hot cautery. 
When the burns thus made have healed, the patient will generally be 
cured. 

In this way, then, the physician must undertake the cure of a case 
of pruritus ani ; and not by the administration of any single lotion or 
ointment to allay the itching, which is but the symptom of some local 
or general condition. In every case the cause must be found and re- 
moved if success in the treatment is to be gained. 

Wounds of the Rectum. 

Wounds of the rectum may be either contused, or lacerated, or in- 
cised. The latter most frequently result from surgical operations, and 
may be intentionally inflicted, as in the operations for fistula or for 
the removal of tumors; or the residt of accident, as in the operation 
for stone. 

Contused and lacerated wounds are generally the result of accident, 
and perhaps the most frequent cause ofsuch an injury is the perfora- 
tion of the bowel with an enema tube, a bougie, or a urethralsound. 

The gravity of this accident will depend upon two factors — whether 
the perforation of the bowel is above the peritoneum, and whether the 
enema has been deposited in the perirectal tissues. The latter compli- 
cation will be followed by abscess and peritonitis, and will result either 
in death or in stricture and fistula. If the wound be uncomplicated by 
22 
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the injection, the mere puncture may heal spontaneously. It is ob- 
lique from below upward, and this greatly favors spontaneous healing 
without fecal extravasation. 

As a rule, these lesions are to be found on the anterior wall from 
1 to 7 cm. from the anus. They are not always easy to diagnosticate, 
as other foreign bodies or caustics may produce similar appearances. 
Tuberculous or hemorrhoidal ulcers may be mistaken for them. A per- 
forating wound generally results in serious periproctitis, which may 
end fatally, or in stricture. 

Besides these most common injuries, many others may be enumer- 
ated. The person may fall upon a sharp body, as the point of an um- 
brella (Bushe), may be caught upon the horn of an animal (Gundrum, 
Ashton), or may be impaled upon a spike (Esmarch). In such cases 
the accident may be immediately fatal from collapse, and the wound 
in the rectum may be complicated by a wound of the peritoneum or 
of any of the adjacent organs. The body which has done the injury 
may also be so firmly implanted as to require great force and an 
anaesthetic for its removal. 

It has also happened that in a violent effort to expel a mass of hard 
faeces the rectal wall has given way. Mayo relates one such case in a 
woman of forty, in whom the rupture was in the recto- vaginal sep- 
tum, about two inches within the bowel. Ashton reports a similar 
case, and Bushe another. Such a rupture may be either vertical or 
transverse, will be marked by a sharp pain at the moment of the acci- 
dent, and will be followed by a discharge of blood. It is doubtful 
whether it ever occurs without previous disease of the wall of the 
bowel. (See Rectal Hernia.) 

The complications which may attend a wound of the rectum have 
already been hinted at. They are hemorrhage, either primary or 
secondary; fecal infiltration; purulent infiltration; peritonitis; em- 
physema; hernia; invagination; and later, stricture and fistula. 

When faeces are forced out of the rectum into the adjacent tissue, 
diffuse inflammation and gangrene will probably result, and the condi- 
tion must at once be met by free incisions and free drainage, as has 
been described in the chapter on abscess. The danger of fecal infil- 
tration may be lessened by a diet which shall prevent fluid passages, 
and by the free use of opium. A dilatation or a free division of the 
sphincter is also to be recommended, so that a free outlet may be ac- 
corded to the contents of the bowel. 

Emphysema, as the result of a perforation, is generally confined to 
the perineum, but may be diffuse. It is very apt to be fatal from 
diffuse inflammation and septicaemia, due to the putrid nature of the 
gas, and is to be met by free incisions. 
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Wounds of the Bladder. 

Wounds of the rectum are very apt to be complicated by rupture 
of the bladder and urethra. Euptures of the bladder divide them- 
selves very naturally into intraperitoneal and extraperitoneal, and the 
symptoms and physical signs of the two varieties differ very markedly. 

In cases of extraperitoneal rupture, the signs of urinary infiltration 
will soon show themselves, and a boggy, (edematous, reddish swelling 
will appear either above the symphysis, or in the perineum or scrotum. 

In intraperitoneal rupture there may be no local symptoms, but a 
condition of collapse with empty bladder. 

In any doubtful case the bladder should at once be tested by inject- 
ing a saline solution through a catheter. If the bladder distends and 
the well-known pear-shaped tumor appears over the symphysis, there 
is no rupture. If a measured quantity is injected and only a part of 
it can be withdrawn, the diagnosis is clear. 

In rare cases there may be rupture without escape of urine. The 
rent may be valvular, preventing the sudden egress of any large 
amount of urine, or it may be plugged by a loop of intestine which it 
grasps firmly ; or the rupture may be subperitoneal and only partial, 
in which case extravasation may be very slow, and all symptoms be 
masked for several days. 

Treatment. — This depends entirely upon whether the rupture be in- 
tra- or extra-peritoneal, and in any doubtful case an exploratory supra- 
pubic incision should be made to decide this point. When the space 
of Eetzius has been opened by the ordinary incision for suprapubic 
cystotomy, most extraperitoneal ruptures will be apparent by the 
urinary infiltration; although there exists a class of cases in which ex- 
traperitoneal rupture has occurred behind the prostate, and in which 
the infiltration, though extensive, may be deep in the pelvis. 

Should the rupture prove to be intraperitoneal, the abdominal 
cavity is opened by continuing the same incision upward. 

When the rent in the bladder wall is found, its treatment must in 
a measure depend upon its character. Should it be clean-cut and 
without much laceration it should be carefully closed by interrupted 
sutures of fine black silk. These should be in one layer, including the 
peritoneal and muscular coats, and should be so carefully applied that 
no leakage is possible. 

On the other hand, should the edges of the rent be ragged and torn, 
so that perfect coaptation is difficult or impossible without trimming 
them away to a considerable extent, suture may be abandoned, the ab- 
domen well flushed with sterilized water, and the wound in the ab- 
dominal wall drained. 
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In any case, whether the wound has or has not been sutured, peri- 
neal urethrotomy and drainage will add greatly to the safety of the 
patient. 

When the rupture is found to be extraperitoneal it may be either 
sutured, or drained, or stitched to the abdominal incision, depending 
upon its character and extent. Suture will be found difficult as the 
bladder tends to conceal itself behind the symphysis. 

Here also perineal drainage may be of great value, and the supra- 
pubic skin incision should be drained and not sutured, even though 
the bladder wound may have been closed. 

Extravasated urine may require special treatment, and this is only 
by free incisions to relieve all tension. 

Wounds of the Urethra. 

A clean incised wound if longitudinal may heal readily without 
suturing or subsequent stricture. When transverse it should be 
sutured after the proximal end has been found and brought for- 
ward. This may be difficult on account of the tendency to retraction, 
and suprapubic cystotomy may be necessary for retrograde catheteri- 
zation before the proximal end can be found. The cutaneous wound 
may be closed after the urethra has been sutured if the wound l>e 
clean and sterile, otherwise it must be left open and drained. A 
large sound must be passed in all transverse wounds once a week or 
oftener to prevent stricture. 

Cases of laceration of the urethra from catheterization or of rup- 
ture from external violence are essentially in the same category, the 
wound in both being subcutaneous and liable to be followed by infiltra- 
tion of urine. Such wounds are generally in the deep urethra, either 
the bulbous or membranous portion, and the characteristic symptoms 
are bloody discharge from the meatus, retention of urine, and tumor 
in the perineum. The presence of a tumor does not of necessity indicate 
extravasation of urine or demand external urethrotomy, as a tumor of 
considerable size may quickly form from extravasated blood which will 
remain constant in size and which will be followed by ecchymosis in a 
day or two. Extravasation of urine will usually show itself by au in- 
creasing tumor and by cellulitis, though the latter may be some days in 
developing. In cases of rupture of the deep urethra there may be at 
first only one symptom, retention of urine, which when drawn by the 
catheter wiH be found mixed with blood. In such cases pelvic cellu- 
litis, starting between the rectum and bladder and gradually extending 
upward in the pelvis, will usually be developed after a few days and 
will show itself by the usual signs — chill, high temperature, and pelvic 
tumor to be detected by rectal examination. 
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When the laceration is in front of the triangular ligament, the ex- 
travasation will show itself in the perineum and scrotum ; when be- 
hind, the extravasation may also appear in the perineum, but is also 
apt to invade the pelvic cellular tissue and may first appear over the 
symphysis. 

The treatment varies according as there is or is not extravasation of 
urine. In mild cases in which there is a circumscribed tumor in the 
perineum which is not increasing, and in which there is painful, bloody 
urination but no retention, the case may be treated for a time by rest, 
pressure, and cold to cause absorption of the blood clot ; and the cathe- 
ter should not be used unless absolutely necessary in order to avoid 
further injury and the infection of the wound. A wound of this sort 
may l>e infected by catheterization even though the catheter be abso- 
lutely sterile, because the normal urethra is not sterile and is only with 
difficulty rendered so. 

In cases attended by extravasation of urine and cellulitis the only 
treatment is by free incision down to the point of rupture. 

The ruptured ends must be found and sutured even though retro- 
grade catheterization may be necessary, and the suturing should be 
done with fine catgut over a large catheter after the ends have been 
trimmed, and the catheter should be retained for several days. Su- 
turing is the best method known of preventing subsequent extensive 
traumatic stricture. 

When once cellulitis has shown itself by chill and brawny swelling, 
no matter whether in the perineum, scrotum, abdominal wall, or pelvis, 
incision cannot be made too quickly, and it must be free, as # these cases 
often terminate fatally. Of course in such cases, even although every 
effort be made to secure union of the divided ends of the urethra, no 
effort will be made to close the cutaneous incision. This should be left 
to close by granulation and should be drained freely by gauze dressing. 

The operation is the same as that described under the head of ex- 
ternal urethrotomy without a guide, that is with a sound passed down 
as far as the laceration but not into the bladder. In cases of false 
passages made by catheterization in impassable stricture the urethra 
will be wounded just in front of the stricture, and in addition to evacu- 
ating the extravasated urine from the cellular tissue by free incisions 
the stricture must also be laid open to establish the flow of urine as 
described under external urethrotomy. 

Extravasation of urine may also occur as a result of spontaneous 
rupture of the urethra behind an old stricture. 

The symptoms and results of this condition will depend almost en- 
tirely on two elements, the rapidity of the extravasation and the qual- 
ity of the urine. If the urine escape into the surrounding tissue slowly 
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a simple abscess may form with a resulting urinary fistula. The fistula 
may even be of the blind internal variety and have no cutaneous open- 
ing. If the urine escape suddenly in large quantity it will immediately 
cause a large brawny swelling in the scrotum, perineum, abdominal 
wall, or pelvis, and if the urine be ammoniacal the signs of septic 
poisoning and cellulitis will appear very rapidly. This condition is 
always very grave and can be combated only by free incisions in all 
parts affected. A very long incision when the scrotum is iufiltrated 
with urine and enlarged to the size of a child's head looks very much 
smaller the next day. The object of the incisions being to allow of 
free escape of urine from the cellular tissue, and prevent sloughing by 
relieving tension, they should also be multiple, and should be made 
wherever swelling shows urinary infiltration either in scrotum, peri- 
neum, or abdominal wall. Infiltration and cellulitis deep in the pelvis 
must be met by deep perineal incisions and not opened into the rectum, 
although should life be preserved collections of pus may evacuate 
themselves by this route spontaneously. 

When none of these complications exist, a fresh wound of the rec- 
tum may close by first intention, and an effort should always be made 
to secure this by rest in bed, by emptying the bowel, and by keeping it 
empty by frequent washings with water and the use of opium. Healing 
by granulation will, however, be the rule. In some cases — such, for 
example, as laceration in childbirth — sutures may be at once applied. 

As Ball points out, the proper method of treatment for punctured 
wounds low down in the rectum is free incision through the sphincter 
up to the wound to allow of drainage. 

Of gunshot wounds of the rectum during the Civil War, Otis col- 
lected 103 cases, with a mortality of 42. 7 per cent ; in 34 of these the 
bladder also was wounded, with a mortality of 41.17 per cent. 

Foreign Bodies which have been Swallowed. 

Medical literature is full of curious cases in which foreign bodies 
have been swallowed, either accidentally or by design, and have in 
some cases passed the full length of the alimentary canal and been 
safely voided with faeces, or in others have become entangled in the 
mucous membrane and given rise to much trouble. 

Every practitioner is familiar with cases of peach stones and coins 
which have been accidentally swallowed, and knows how generally 
such substances take care of themselves and cause no symptoms after 
once passing the oesophagus. Much larger substances, such as whole 
or partial sets of false teeth, and the various things with which per- 
formers in travelling shows entertain an audience, may also be passed 
in safety. 
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It would be beyond the scope of a work such as this to attempt to 
deal with the whole question of foreign bodies in the alimentary canal, 
and the accidents which may attend them. In a general way, the 
prognosis is good unless the foreign body be a very ragged one, or a 
large, sharp one, like a fork ; and the treatment consists in giving a 
diet, like bread and fruit, which will cause copious stools, with little 
drink, and the avoidance of exercise such as walking. 

If complications arise, they must be treated on general surgical 
principles ; and at the present day no patient would be allowed to die 
from the effects of a foreign substance in the stomach or intestines 
without a surgical operation for its removal, provided only the diag- 
nosis were clear. 

The complications which may attend the detention of such sub- 
stances in the rectal pouch just above the internal sphincter are ulcer- 
ation with perforation, hemorrhage, and abscess. Ulceration may be 
caused by the pressure of a large body, and may cover a considerable 
space ; or it may be caused by the pressure of the sharp ends of a 
smaller body, in which case the spots of ulceration will be smaller, and 
may be located at two opposite points in the rectum. As a result of 
ulceration there will be more or less pain, purulent discharge, and per- 
haps also a sharp hemorrhage from the erosion of a vessel. When per- 
foration of the wall of the bowel has occurred, inflammatory action is 
almost sure to be excited in the surrounding parts, and this may vary 
greatly in its extent and gravity. 

If the injury be above the point of reflexion of the peritoneum, it 
may cause either a localized or a general peritonitis. A general peri- 
tonitis caused in this way will be fatal, as it is also generally accom- 
panied by more or less extravasation of faeces. A circumscribed peri- 
tonitis with formation of an abscess is a less fatal complication. 

Under these circumstances the usual signs of pelvic abscess will be 
present — fever, pain on pressure, tympanites, painful defecation and 
urination — and by careful examination a tumor may be discovered, 
either through the rectum or at the bottom of the iliac fossa. Such 
cases, when the tumor is on the right side, are often mistaken for cases 
of appendicitis, but the tumor is not in the same location ; it is deeper 
and nearer the median line. 

Such an inflammation may terminate in resolution, provided the 
cause be discovered and removed ; but the usual termination is in sup- 
puration, and the pus, if not removed by the surgeon, may find its way 
into the general peritoneal cavity or into the bladder or rectum. Ab- 
scesses of the superior pel vi- rectal space have already been described, 
and those which are due to foreign bodies in the bowel do not differ 
from them in general character. 
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When the focus of inflammation is located below the reflexion of 
the peritoneum, the prognosis is less grave. Phlegmonous abscess 
may form in the ischio-rectal fossa, and must be treated according to 
the rules already laid down ; but here the difficulty is well within the 
reach of the surgeon, and a cure may confidently be looked for with 
proper care. 

Foreign Bodies Introduced per Anum. 

A classification of these cases is useless. The foreign bodies may 
be introduced through traumatism ; by the patient in an honest en- 
deavor to relieve himself of piles or prolapse ; by the surgeon for the 
purpose of relieving rectal disease. 

The list of foreign bodies which have been lost in the rectum by 
ignorant persons, in attempts to check a diarrhoea or to prevent the 
descent of piles or prolapse, is a very long one, and includes such sub- 
stances as bottles, sticks of wood, and round stones, some of them of a 
size relatively enormous ; and the use of the rectal pouch by criminals 
for purposes of concealment is well known to the police. 

In the Museum of Anatomy and Pathology at Copenhagen is a 
longish, oval, flat stone, about six and three-quarter inches long, two 
and a half inches wide, one and a half inches thick, and weighing 
nearly two pounds, which a patient in Bornholm introduced into his 
rectum to prevent prolapse, from which he had for a long time suf- 
fered. The stone was extracted by a surgeon, Frantz Dyhr, in 1756. 

A depraved sexual appetite has been mentioned as accounting for 
the presence of many foreign bodies. It is known that sexual orgasm 
may be excited by stimulating the reflex power of the rectum, and it 
is probable that at the moment when the orgasm is at its height the 
body used to produce it is allowed to escape from the hand and is lost 
within the bowel. This is a habit which will never be acknowledged 
by its victims, but which may often be assumed to exist by the surgeon 
in depraved patients. The bodies used for this purpose are generally 
smooth, long, and round, such as glass bottles and pieces of wood. 

Prognosis. — The prognosis in cases of foreign bodies will depend 
greatly upon their size and nature. A long body like a piece of wood 
may go so far up the bowel as to do fatal damage before its removal ; 
and a fragile body like glass may cause fatal injury in the attempt to 
remove it. Again, the prognosis depends in a great measure upon the 
surgical ability of the one in charge of the case. A little bungling in 
the treatment may at any moment change a case which promises well 
into a fatal one. 

Finally, much will depend upon the length of time during which 
the body has remained in the rectum ; and it is not very uncommon for 
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patients who have met with an accident in the practice of this secret 
vice to conceal the real nature of the trouble, which they well under- 
stand, till they are forced by suffering to confess. In this way a 
week's valuable time may be lost and a fatal amount of injury be done. 

Treatment — Each case of foreign body must be treated by itself, 
and, besides a few general principles which apply equally to all cases, 
the surgeon will be left entirely to his own ingenuity. The one guiding 
principle should be to avoid doing fresh injury in the attempt at re- 
moval. Only the smaller and least friable of bodies can be removed 
without a previous dilatation of the sphincter under ether, and in most 
cases it will be advisable to incise the anus in the median line down to 
the tip of the coccyx as a preparatory measure to all treatment. This 
step will sometimes render a body movable which before was absolutely 
immovable, and thus open the way for its extraction. 

Having opened the way to the body, it may sometimes be removed 
by passing the whole hand into the rectum and seizing it. At other 
times forceps may be used with advantage, and these may be of any 
shape which seems best to answer the purpose intended, including the 
obstetric forceps, which have been found useful in many cases. If a 
bottle has been introduced with the mouth downward, a string may be 
secured around the neck for the purpose of traction; but, unfortu- 
nately, in almost all cases the position will be reversed. In cases of 
long bodies the lower end is not infrequently firmly wedged in the hol- 
low of the sacrum — so firmly as to resist all efforts at dislodgment. 
Under such circumstances fatal injury may easily be done by the oper- 
ator by persistence in the attempt. 

Above all things the surgeon must avoid breaking such a substance 
as a cup, for experience has proved that, after this has happened, re- 
moval without causing great injury is almost impossible. 

In cases in which a long body has become firmly wedged into the 
lower end in the hollow of the sacrum, the proper treatment consists in 
opening the abdomen, and this should be done after an attempt to re- 
move it per anum has been continued a reasonable time, and before 
injury has been done in such an attempt. 

The incision may be made either in the median line or in the groin. 
In the "Surgical History of the War of the Kebellion," vol. ii., p. 
322, there is a history of one such operation performed upon a sailor 
who had introduced a stone five and a quarter inches long by three 
wide. The colon had been perforated, and the stone was removed 
from the peritoneal cavity by an incision near the umbilicus. The 
man recovered. 
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Rupture of the Intestine. 

Euptnre of the intestine from internal pressure is a rare result of 
obstruction. In the only case in which the author has seen it it re 
suited from complete occlusion of the rectum from cancer, and the site 
of the rupture was at the ileo-csecal valve. 

Generally rupture is due to direct violence from a blow on the 
abdomen, although cases due to falls on the back have been noted. 
Kicks in the abdomen by men or horses, run-over accidents, and falls 
on sharp points usually account for the accident. The greatest fre- 
quency is found in the more fixed points, as the duodenum ; and the 
least in the large bowel, which is accounted for by its more protected 
situation. 

The extent of the rupture varies from a short laceration to a com- 
plete division of the bowel, and the lacerations may be single or mul- 
tiple and may be complicated by severe contusion of other parts of the 
gut than those actually torn. 

The natural tendency of a rupture is to close the rent by prolapsi 
of the mucous membrane, contraction of the muscular fibres, and peri- 
toneal adhesions. In two of Curtis' ! cases the end was found so com- 
pletely closed in this way as to cause actual obstruction above the site 
of the injury. 

Laceration of the gut may be immediately fatal from hemorrhage 
due to laceration of the mesentery, or from gangrene of the gut due to 
obstruction of the vascular supply from the same cause. 

Symptoms. — The first symptom of the accident is usually shock, and 
this is very marked in most cases, although its complete absence has 
beeu noted. With the shock, and as a part of it, will be seen nausea, 
vomiting, retention of urine, constipation, and restlessness. The vom- 
ited matter may be bloody at first, but is not usually fecal till peri- 
tonitis has set in. Pain is severe and tenderness over the entire 
abdomen is marked. 

Extravasation of faeces is almost invariable, and accounts for the 
symptoms of peritonitis which soon mask all others. When this has 
developed there are distention of the abdomen, pain and tenderness, 
and fecal vomiting. The temperature is usually slightly elevated, bnt 
may be normal or even subnormal. 

Diagnosis. — The greatest liability to error consists in making a 
diagnosis of simple contusion of the abdomen and overlooking the rup- 
ture. The symptoms of contusion are more acute and pass off more 
rapidly than those of laceration, though essentially the same in charac- 
ter. Fecal vomiting is said to be absent in contusions, although fre 
1 International Journal Medical Science, October, 1887. 
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quent in the later stages of rupture. The abdominal distention also 
is not so great, and there is seldom tympanites. 

Treatment. — The average length of life after laceration is forty- 
eight hours, hence if the injury is to be repaired it must be done at 
once. Until the diagnosis is made the most perfect quiet should be 
observed, and the diagnosis must rest upon the symptoms rather than 
upon the results of physical examination which may easily result dis- 
astrously. 

If the abdomen is opened it should be in the middle line at the 
level of the umbilicus. As soon as the peritoneum is nicked there may 
be an escape of blood, faeces, or gas, which will establish the diagnosis, 
and the location of the rupture may be indicated by a localized collec- 
tion of fluid and extravasated faeces. 

There are several points to be considered after a rupture is found. 

A wound which might easily be closed by Lembert's suture may 
none the less call for excision of a portion of the gut because of injury 
to the mesentery and danger of subsequent gangrene. 

Resection may in some cases be best followed by a temporary arti- 
ficial anus where the condition of the patient contraindicates suture 
on account of the time necessary for an operation of such length. In 
such cases both ends of the gut are brought to the skin to await further 
operation. 

When the rupture is on the unattached border of the bowel, some 
excision of the contused edges and a Lembert suture, or a back -to-back 
suture, will usually be all-sufficient. When, on the other hand, the rup- 
ture is at the mesenteric border, excision will usually be indicated on 
account of the fear of gangrene from interference with the vascular 
supply. 

The site of the rupture may have a determining influence on the 
question of formation of an artificial anus, as when the rupture is near 
the duodenum, and an immediate secondary operation would be neces- 
sary to prevent starvation. 

Careful inspection of as much of the intestine as is possible is 
always indicated even after discovering the rupture, for there may be 
more than one (ten per ceut of all cases, Curtis). The use of rectal 
insufflation by Senn's method is always indicated. 

The technique of the operation beyond these general hints is that 
applicable to all the surgery of the bowel, and no general rules can be 
given as to irrigation and drainage except that when a peritonitis has 
resulted from extravasation of fecal matter both are generally indi- 
cated. 
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Spasm of the Sphincter. 

Spasm of the sphincter without the presence of any other rectal 
affection is undoubtedly rare. 

With regard to this much -disputed affection, a citation of author- 
ities may be useful. Syme believed that spasm existed as an independ- 
ent condition without morbid change ; that, though there could be no 
doubt that spasm and fissure frequently existed together, it was not 
reconcilable with the facts met with in practice that spasmodic strict- 
ure was always of secondary origin and dependent upon the fissure. 
He says : " In a considerable number of cases I have found the sphinc- 
ter firmly contracted without any perceptible fissure or abrasion of the 
surface." 

Mayo describes spasm of the sphincter as a kind of cramp which 
often comes on suddenly, sometimes at night during sleep. The par- 
oxysms may occur daily or two or three times a year ; and the attack 
may come on gradually and cause uneasiness for two or three days, and 
then pass away, or its coining and going may be sudden. He says: 
"There are cases in which the disease produces long-continued and 
permanent suffering; in which the auus becomes permanently con- 
tracted and hardened, constituting, therefore, a permanent stricture, 
and generally combining both permanent and spasmodic contraction. 
The motions are passed with- an effort and with pain, and all the 
common symptoms of stricture of the rectum are present. " 

Alliugham says: "Spasm of the sphincter has been said to be the 
cause of impaction, but I have more often thought the reverse was the 
case, and the impaction the cause of the spasm. I must, however, 
acknowledge that spasm is often the cause of the constipation which is 
the forerunner of impaction. In impaction, spasm of the sphincter 
always exists, in some instances to such a degree that, when the patient 
strained, I have observed the anus protruded like a nipple, and an in- 
jection returned in a fine stream as if coming out of a squirt I have 
certainly met with cases of idiopathic spasm of the sphincter, usually 
in elderly, nervous single women, and though no impaction was pres- 
ent, costiveness was." 

Quain concludes that "where pain, brought on by fecal evacuations 
and continuing after them, happens to be present, the fault— the mor- 
bid condition — is not in the sphincter, but in the skin or mucous mem- 
brane covering it, and that the division of the muscle is not required 
in order to remove the patient's suffering. " In other words, that 
spasm is always dependent upon fissure. Boyer treats of "constriction 
with fissure" and "constriction without fissure." 

Dupuytren says: "The gravity of this affection [fissure] depends 
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chiefly on the painful spasm of the sphincters; the fissure is only an 
accident, as is proved by the existence of painful spasm without fis- 
sure, which, according to well-known surgical authorities, is found in 
proportion to the other of one to four." And, "the spasmodic con- 
striction is the true lesion, and the fissure only an epiphenomenon." 
Sir B. Brodie held the same views. 

Symptoms. — The symptoms of spasm of the sphincter are pain on 
defecation and for a time after; more or less uneasiness about the 
anus, especially when sitting ; fulness in the perineum ; often more or 
less trouble with the bladder, as shown by frequent micturition, some- 
times atteoded by smarting in the urethra and constipation. The dis- 
ease is generally attended by exacerbations and remissions. A digital 
examination of the anus is always painful, and the contraction may be 
so great as to leave hardly a trace of the anal orifice. Any anxiety or 
distress of mind, a generally irritable, nervous condition, and every- 
thing which has a tendency to irritate the rectum or the parts around, 
will aggravate the complaint. It may easily be confounded with the 
affection next to be described, neuralgia, but is generally distinguish- 
able from it by the marked dependence of the pain upon the act of de- 
fecation, which is not seen in neuralgia without spasm. 

The treatment consists in attention to the general health of the pa- 
tient, in allaying any nervous excitement, in the administration of a 
cathartic to empty the bowel when the* spasm is present, and in ano- 
dyne injections, such as, for example, twenty drops of laudanum in an 
ounce of water. Suppositories may cause renewed irritation. Even 
in the more aggravated form the disease will often yield to such meas- 
ures as this, but if it does not a cure may always be effected by forcible 
dilatation of the sphincter under ether. If the patient will not submit 
to this, the next best thing will be found to be the introduction and 
retention of a bougie. 

Neuralgia. 

Xeuralgia of the rectum is generally met with in nervous people, 
especially females, such as are subject to neuralgia in other parts of 
the body. 

In some persons it will cause the same suffering as the most intense 
neuralgia elsewhere. The pain is apt to be paroxysmal, but may be 
continuous, and is independent of the act of defecation. 

In cases of well-marked periodicity a malarial element should be 
looked for, and the disease may be a manifestation of the gouty diath- 
esis. In the former case quinine, and in the latter colchicum, may 
be of the greatest service. In all other cases the treatment will often 
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be found unsatisfactory, and is to be conducted on general principles. 
The first care should be for the general health, the second for the regu- 
larity of the bowels, and, after this, local applications of cold water, 
ointment of belladonna (3 i.- ? i.)> and blistering over the sacrum 
may be tried. Besides this local treatment the case must be managed 
exactly as would be a case of neuralgia in any other part. 

The diagnosis from coccygodynia and from spasm must both be 
made with care. 

I have come to be very cautious as to the diagnosis of pure neural- 
gia of the rectum without first making a careful examination under 
ether, so many are the lesions which, though difficult to detect and 
slight in themselves, may cause pain. Those most frequently found 
will be erosions of the mucous membrane and small internal fistulse. 
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CHAPTER XVII. 

AFFECTIONS OF THE GENITO-URINARY ORGANS INVOLVING THE 

RECTUM. 

{The author wishes to disclaim any intention of adding a textbook on 
gynecology to a treatise on diseases of the rectum. The following pages- 
will be devoted only to those operations upon the male and female genital 
organs which every practitioner finds it necessary to perform to cure his 
rectal cases. ) 

By far the most frequent cause of injury to the rectum in women 
is parturition. 

Lacerations due to childbirth maybe slight, involving only the floor 
of the vagina and the perineum, or they may extend completely through 
the sphincters and the whole length df the recto- vaginal septum, so that 
rectum and vagina are converted into one common cavity. 

When left to their natural consequences they produce a train of 
anatomical changes in the parts, and consequent symptoms, which are 
curable only by surgical methods. 

The changes which follow naturally upon a laceration of the peri- 
neum are proctocele, cystocele, and prolapse of the uterus. The symp- 
toms complained of by these patients may be leucorrhoea, pain in the 
back, dragging sensations in the pelvis, and a feeling of protrusion 
and dropping of the pelvic organs; in which case they will generally 
consult a gynaecologist; or, on the other hand, the rectal symptoms 
may entirely overshadow the others and they may complain of nothing 
but an obstinate and incurable difficulty in defecation or of loss of con- 
trol over the sphincters. 

In describing the difficulty in defecation they will explain that the 
more they strain the worse they are (and, indeed, such is the case, as 
the straining tends very directly to aggravate the condition) ; and they 
will describe how the feces bulge into the vagina as though they would 
escape through the vulva, or how the rectum is absolutely closed in the 
act of defecation by the descent of the uterus. 

Some will say that it is possible to empty the rectum only by plac- 
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ing two fingers into the vagina and pressing the fecal mass backward 
and out of the rectum. This is because the vaginal outlet and the 
recto- vaginal septum have become so relaxed as to permit bulging of 
the rectal wall into the vagina, or proctocele; the sphincter ani still 
retaining its power, while that of the levator, whose function it is to 
close the vagina and thus counteract the sphincter, is lost from rupture 
of its fibres. 

Following the formation of a proctocele the anterior vaginal wall 
will begin to give way under the greatly increased daily straining at 
stool, and with it the attachment of the bladder to the symphysis, till 
cystocele is superadded (Fig. 176). 

In addition to the symptoms already enumerated the patient will 
now complain of frequency of urination, and the usual results of in- 
ability to empty the bladder will show themselves. There will be 
cystitis and urethritis, and these in their turn by causing increased 
straining will aggravate the condition. 



Fig. 175.— Complete Laceration. 

Meanwhile the uterus has become retroflexed from traction, and 
has begun to descend. Intra-abdominal pressure in this position will 
account for the remaining changes, which may result in complete pro- 
lapsus uteri. 

When the sphincter ani has been lacerated, an additional train of 
symptoms will be added, varying, according to the extent of the lacer- 
ation, from partial loss of control over flatus to complete incontinence 
of wind and faeces. 
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The cure of these conditions is only by operation, and as they are 
not apt to exist without endometritis and are often accompanied by 
laceration of the cervix, if the surgeon wishes really to cure his patient 
and relieve her of her leucorrhoea and backache, as well as of her con- 
stipation and incontinence of faeces, he must be prepared to go through 



Pig. 176.— Proctocele and Cystocele. 

a considerable range of gynaecology, which in any case may involve not 
only repair of the perineum and proctocele, but also curettage, the re- 
pair or amputation of the cervix, cystocele, and replacement and fixa- 
tion or removal of a prolapsed uterus. 

The diseases and injuries of the vulva, vagina, and uterus which are 
constantly brought to the specialist in the rectum for treatment, and 
the operations necessary for their cure, may now be considered in order. 
The various forms of recto-labial and recto- vaginal fistulse have already 
been described, as has also lupus of the ano- vulvar region. 

Elephantiasis of Vulva. 

A favorite site for elephantiasis is the external genitals. In the 
case shown in Fig. 177 the immense tumor was of very rapid growth, 
being of only two years' duration, and by its mere presence the patient 
23 
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was rapidly becoming exhausted. Its weight before operation was 
estimated at about forty pounds. Amputation was fatal from shock 
and hemorrhage. 

There is no treatment except amputation, medication being useless. 
In extensive cases every precaution should be taken to prevent bleed- 
ing by the use of Esmarch's bandage and elevation of the tumor, as 
death is generally due to loss of blood. 



Fio. 177.— Elephantiasis of Vulva. (Kindness of Dr. William Duff Bullard.) 

Malignant Disease of the External Female Genital Organs. 

Malignant disease may involve either the external genitals, the va- 
gina, the cervix, the body of the uterus, or the ovaries. It is found 
in three forms, carcinoma, epithelioma, and sarcoma, in varying fre- 
quency in different parts. 

The most frequent manifestation of malignant disease at the vulva 
is in the form of epithelioma, the others being exceedingly rare. It 
begins as a nodular infiltration under the skin or mucous membrane, 
and soon advances to ulceration and forms a foul, open sore, which it 
may be very difficult to distinguish from some other forms of ulcer- 
ation, and which is described as esthiomdne. 
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Symptoms. — The disease may first attract attention by the severe and 
incurable pruritus which it often causes and which frequently masks 
its real character. It is slow in its progress until after ulceration, 
then rapid; it tends after ulceration to confine itself to one side, 
involves the inguinal glands late in its course, and kills by exhaus- 
tion. 

Diagnosis. — The diagnosis from tuberculous ulceration can be made 
only by the microscope in some cases, unless it be allowed to run its 
course, tuberculous disease being much slower in its progress. 

The Treatment is only by extirpation. Not only the ulcer but the 
parts around and beneath it to the extent of a full inch should be re- 
moved with the knife, and the glands in the groin and Scarpa's trian- 
gles should also be extirpated. When this is done the prognosis is 
good, provided it be done early. 

Tuberculosis of the Female Genital Organs. 

Any part of the female genital tract may become the seat of tuber- 
culous deposit. At the vulva and within the vagina it is comparatively 
rare, its more frequent site being the Fallopian tubes. Nevertheless 
in any severe ulceration of the external genitals this cause should al 
ways be borne in mind and proper microscopic examination made for 
the bacillus. The disease may be either primary or secondary to a 
tuberculous degeneration of other organs, especially the lungs. 

The gross appearances of these ulcers are the same as those de- 
scribed under tuberculous ulceration of the rectum and anus. The 
walls are punched irregular, and uneven ; the base is yellowish or gray- 
ish; and there is the characteristic unhealthy, sanious discharge. 
Secondary small, yellow, opaque, grain-like nodules often surround 
the large ulcer. These appearances, although perhaps sufficient in 
themselves for a diagnosis were no better means than the clinical 
aspect of the sore available, should not now be trusted without the 
microscope. 

The secondary effects of tuberculous ulceration in the vagina, the 
various complicated and often incurable fistul® communicating with 
the rectum or urinary tract, form often the most serious clinical aspect 
of the disease. 

Treatment. — In any case in which the patient is in fairly good gen- 
eral condition, and especially in every case in which the deposit is be- 
lieved to be a primary infection, the ulceration should be destroyed 
thoroughly and widely with the Paquelin cautery. Milder methods 
do no permanent good, although temporary improvement may follow 
their use. 
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Pruritus Vulvae. 



This may be much more difficult to cure than pruritus ani in men, 
for the reasons that it is much more extensive and that it cannot be 
treated in the same radical manner. It will often be found associated 
with pruritus ani. It may be a purely neurotic affection of central 




Fig. 178.— Incisions for Repair of Lacerated Perineum. 

origin. It is often associated with diabetes, so often that the urine 
should always be examined for sugar in severe cases. But whether the 
pruritus is due to the mere irritation of the urine, or whether it is a 
secondary nervous effect of the diabetic disease, or both the diabetes 
and the pruritus are due to the same central nervous influence, cannot 
be stated. 

A cause which acts more frequently than any other in my own ex- 
perience is the irritation of a vaginal discharge. The treatment con- 
sists, more positively than in pruritus in the male, in attention to the 
general health. Next the curing of any vaginal discharge will be found 
most important, and after these will come the various local remedies 
for curing the eczema, erythema, or herpes, and allaying the itching, 
which were mentioned under pruritus ani. 

Lacerated Perineum. 

All lacerations should be repaired within twenty-four hours of their 
occurrence if seen at that time and if the patient is in condition to bear 
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the operation, as under these circumstances no denudation is neces- 
sary, and the suturing can easily be done under cocaine. None but 
the slighter tears, extending only through the mucous membrane of the 
vagina, should be left to close by granulation, for though perfect union 
may occur, it is rare. The operation for recent rupture, either partial 
or complete, will readily be understood after a description of the tech- 
nique in old cases. 

Old Incomplete Laceration. — The extent of the denudation will vary 
according to the condition of the parts. Should there be no proctocele 
or cystocele, the denudation need cover only the part torn and united 
by cicatrix, and need not extend into the vagina, as shown in Fig 178. 

On the other hand, should there be a proctocele the denudation 
must be carried as far as its highest point. The proctocele is in reality 
a hernia of the anterior wall of the rectum into the vagina, caused by 
the laceration and separation of the fibres of the levator ani and the 
pelvic fascia, and for its cure these 
separated fibres must be united by 
sutures to their entire extent. 

To do this, and to close the va- 
ginal entrance, a triangular denuda- 
tion is necessary, with its base at the 
skin of the perineum and its apex at 
the highest point of the proctocele 
within the vagina (Fig. 180). 

The three angles of the triangle 
should first be marked by snipping 
out small pieces of the mucous mem- 
brane. One of the lower angles is 
on each of the labia, and the base of 
the triangle corresponds to the f our- 
chette, and should be, in moderate 
cases, about two inches long. The 
apex of the triangle should be 
marked upon the uppermost point 
of the proctocele, or even a little 

above this, nearer the Cervix ; and fig. 179.-Denudation In Slight Laceration. 

these three points should be con- 
nected by lines cut with a knife through the mucous membrane for 
guides in denuding. 

The outlining incisions in the form of a triangle should extend com- 
pletely through the mucous membrane at all points to enable the oper- 
ator to remove the contained portion of mucous membrane easily and 
rapidly. 
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The denudation may be made either with scissors in successive 
strips, or with the knife in one piece, and in either case the whole 
thickness of the mucous membrane should be removed. 

If the knife is used the apex of the triangle is seized with forceps 
and dissected loose till a firm hold upon it can be secured with the fin- 
gers, when the whole piece can be rapidly stripped down with the aid 
of a few strokes of the knife. 



Fig. 180.— Hegar's Colpo-Perineorrhaptay. 

With scissors the denudation is begun at the base and carried from 
one side to the other and back again (Fig. 179) in successive strips, 
each of which is shorter than the preceding. To do this nicely re- 
quires considerable practice. 

Another way of denuding is to cut a hole through the thickness of 
the mucous membrane at the middle of the base of the triangle, insert 
the blades of a pair of blunt-pointed scissors under the mucous mem- 
brane, and push them upward till the apex is reached. By opening 
and closing them, and working them backward and forward in blunt 
dissection, the whole triangle may easily be stripped up from the sub- 
mucous connective tissue and then cut away. 
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The objection to this method is that to accomplish it safely without 
perforating the rectum two fingers need to be inserted into that canal, 
and these fingers at some subsequent step in the suturing are more than 
likely to come in contact 
with either the wound or 
the sutures (Fig. 181) with- 
out being resterilized. 

When by any of these 
methods the denudation has 
been completed, the edges 
of the wound made straight 
and even, and all bits of 
mucous membrane which 
may have escaped in the 
denudation carefully re- 
moved, the raw surface 
should be irrigated, marked 
bleeding checked by hot 
water, torsion, or even a 
fine ligature, and the su- 
turing begun. 

This should be continu- 
ous, with medium catgut, 
beginning at the apex. 
The suture should not pass 
across the raw surface from 
one edge to the other, but 
be buried in the submucous 
tissue under the denuded 
surface. 

If the denudation has 
been large and wide in the 
vagina it will be best to 
draw its sides together by 
a row of buried sutures be- 
fore attempting to close the 

mUCOUS membrane Over it, Fl6 . 181. -Denudation in Perineorrhaphy. 

otherwise the tension on 

the cut edges of the membrane is liable to cause the sutures to cut 

out, and failure to get primary union will result. 

When by a continuous suture the proctocele has been closed, the 
suture may be tied and cut, and two or three stronger sutures, or 
sutures of silkworm gut, may be used in the perineum to close that 
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portion of the denudation and the vaginal outlet and re-form a firm 
perineal body (Fig. 180). 

A simple and efficient suture is that of Waldo, shown in Fig. 182. 
It can be introduced while the fingers are still in the rectum, if denu- 
dation has been done by the method shown in Fig. 181, and finished 
very rapidly. A strong piece of catgut should be used, and a long 
straight needle, which is entered at 1 and brought out at 2, entered 
again at 2 and brought out at 3, carried over to 4 and passed to 5, en- 
tered again at 5 and brought out at 6, and tied after it has been tight- 
ened sufficiently to draw the denuded surfaces together. 

The catheter should be used for the first three days, and a douche 
of bichloride employed after its use and after subsequent voluntary 



Fig. 182.— Waldo's Suture. 

micturition. The bowels should not be confined more than forty-eight 
hours and a saline should then be given. When the patient feels that 
the saline is about to have its effect an enema of simple warm water 
should be administered to give an easy passage without straining. 

The patient should be confined to bed for two weeks, and in the 
house at least a week longer. 

If by any fault failure to get union by first intention is encoun- 
tered, a second operation may be necessary, though in some of the 
slighter cases, unattended by prolapsus of the uterus, a good result 
may follow union by granulation. 

Old Laceration through the Sphincter. — When the rupture has ex- 
tended through the sphincter, the denudation is the same, except that it 
must be carried far enough downward to expose the separated ends of the 
muscle, which can generally be made out with a little care (Fig. 183). 
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The sutures may be applied as in the last case, except that the 
lowest ones must be so inserted as to approximate the ends of the mus- 
cle. To do this the needle must be inserted and brought out on the 
cutaneous surface below, and not above, the divided ends. 

Another method is to reduce a complete laceration through the 
sphincters and septum to a partial one, involving only the vaginal mu- 
cosa and the superficial perineum, by introducing first a row of rectal 
sutures, and second a row of vaginal ones. 



Fio. 183.— Denudation ia Laceration through the Sphincter. 

The sutures may be interrupted, as shown in the cuts, or contin- 
uous, as the operator prefers, and should be of medium catgut. 

The dressings are the same as in partial laceration, and the bowels 
should be moved by laxatives and enema, not later than the third day. 
The diet for the first two or three days, however, should be of beef tea 
and animal food, exclusive of milk, in order that the first passages 
may be as small as possible. 

In lacerations through the recto-vaginal septum, the denudation 
should always be carried far enough above the highest point of the 
laceration to secure union without the formation of a recto-vaginal 
fistula. 

The septic objections to sutures which enter the cavity of the rec- 
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turn are evident, and in the following procedure they are entirely 
avoided. 

All cicatricial tissue should be dissected out until a raw surface is 
prepared as in Fig. 184. The denudation should be thorough along 
the edges of the rent in the rectum, and should extend well outward to 
uncover the torn ends of the sphincters and the laceration in the peri- 



Fig. 184.-Tait's Operation for Complete Laceration. 

neum, and upward in the vagina above the laceration in the septum. 
A continuous catgut suture should be employed from above downward, 
which is applied from the vaginal surface, and nowhere enters the cav- 
ity of the bowel, but is buried as far as possible in the recto-vaginal 
septum, emerging and entering in the denuded edge of the laceration. 
This suture may be applied as in Fig. 185, so as merely to close the 
rent in the rectum, and the perineum may then be built up by a sec- 
ond suture, or the first suture may be made to unite all the denuded 
surface. 
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Operation for CystoceU. — Emmet's operation is as shown in Fig. 186. 
The denudation is now usually closed with a continuous catgut suture 
from behind forward. The catheter should be used frequently until 
complete union has had time to take place. The combined Stoltz's 
operation for cystocele with colpoperineorrhaphy are shown in Figs. 
187 and 188. 



Fig. 185.— Tait's Operation f»-r < omplete Laceration. 

Urethrocele. — The differential diagnosis between cystocele and ure- 
throcele can generally be made only by passing a bent probe into the 
tumor from the meatus. In urethrocele the posterior wall of the ure- 
thra will be found much longer than the anterior, and the probe will 
drop into a pouch just within the meatus, and from this can be passed 
into the bladder. The wall of the urethrocele may be either thicker 
or thinner than natural. The tumor will not generally be larger than 
the end of the thumb. 

The symptoms of this affection do not in any way distinguish it 
from a general cystitis, being frequent micturition, with pain and 
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spasm, incontinence of urine, and pus, either mixed with the urine or 
in old cases escaping by itself from the meatus. 

The cause of the urethritis is mechanical, and local operations to 
the distended pouch will generally give but little relief as long as the 
decomposing urine is allowed to remain in the sac. 

The proper treatment consists in draining the sac through the va- 
gina by establishing a permanent urethrovaginal fistula, as shown in 
Fig. 189. 

After such an opening has been established the treatment of the 
urethritis becomes an easy matter. 

A 

o 




Fig. 186.— Emmet's Operation for Cystooele. 

The operation is in itself simple, the point to be guarded against 
being injury to the neck of the bladder and meatus by too long an in- 
cision. 

The patient may be in either the dorsal or the Sims position, pref- 
erably the former, and the incision into the sac should be made upon 
the end of a uterine sound, firmly held by an assistant. As soon as 
the sound is reached it should be pushed through into the vagina and 
be retained in that position until the mucosa has been stitched. The 
incision into the sac should be about half an inch in length. 

The mucous membrane of the vagina is stitched to that of the ure- 
throcele with fine black silk. 

By this operation not only is the patient greatly relieved of all the 
worst symptoms at once, for there is no incontinence of urine, but the 
way is opened to the direct treatment of the diseased mucous mem- 
brane. 

After a time the urethra will regain its normal condition, and the 
fistula may be closed as any vesico- vaginal fistula would be. 
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Carwncle of the Urethra. — Smaller caruncles at the meatus uriuarius 
may be cured by applications of nitric acid, but they are very apt to 



Fig. 187.— Stoltz's Operation for Cystocele Combined wiib Perineorrhaphy by Cleveland 8uture. 

grow again, and the better plan is to resect them and suture the healthy 
mucosa over the incision. In cases of larger growths, involving a con- 



Fio. 188.— Combined Stoltz and Hegar Operation. 

siderable portion of the meatus, this will be the only satisfactory treat- 
ment. 

Prolapse of the Urethra. — Prolapse of the urethra is very similar to 
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prolapse of the rectum, and all of the methods of treating the latter 
have been applied to the former. Cauterization in stripes may be 
efficient ; amputation and suture after pulling the mucosa as far down 
as possible seem to be more radical. 

Emmet has modified the buttonhole operation to apply to these 

cases, and through the incision shown in the figure, draws out and 

amputates the prolapsing mucosa. The incision may be closed at once 

or may be left open for a time for treatment of 

the mucous membrane should it be indicated. 

In performing this operation a sound 

should previously be passed into the bladder, 

and allowed to remain till the operation is 

completed. This smoothes out the mucosa 

and reduces the prolapse. 

Stricture of the Female Urethra. — In general 
this is spasmodic, due to fright, exposure, or 
urethritis ; although as a rule it passes away 
spontaneously, the retention caused by it may 
result in permanent over-distention of the 
bladder. 

Inflammatory stricture is generally due to 
inflammation of some of the adjacent parts, 
rather than to inflammation of the urethra 
itself, as in the male. When retention occurs 
it is due rather to spasm, the result of reflex 
excitement. 

Gonorrhoea in the female may result in 
organic stricture as in the male. It may, 
however, be due to traumatism, as of child- 

FlG. 189.— Emmet's Buttonhole _ . . , , . . , ,, , „ , 

operation tor urethrocele. b lrtll > to calculus, or to the extension of chan- 
croidal inflammation. 
The treatment is much simpler than in the male. Contractions near 
the meatus should be cut as in the male. Dilatable strictures should be 
treated by gradual dilatation as in men, but with specially constructed 
short sounds. Internal urethrotomy is applicable to strictures which 
are undilatable by sounds, and excision of the stricture may be indicated 
in the worst class of cicatricial contractions which are not amenable to 
other measures. 

Cystotomy in Women. 

Cystotomy in the female may be indicated for many of the same 
conditions as in the male, viz. : cystitis, calculus, neoplasms, foreign 
bodies, wounds. 
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Usually, an operation through the vagina will be all that is re- 
quired, but occasionally, as in the case of a very large calculus or a 
rent in the bladder wall, the suprapubic incision may be indicated 
either alone or in connection with the vaginal. 

The suprapubic operation in women is the same as in men. 

The operation through the vagina is as follows: With the patient 
\n the dorsal position and the feet in upright supports, an ordinary 



Fig. 190.— Retroverted Uterus Pressing upon Rectum. 

uterine probe or Van Buren's sound of medium size is passed into the 
bladder and made to press with its tip upon the bladder wall in the 
median line, and midway between the cervix and the neck of the 
bladder. This serves for a guide for the incision, which should at 
first be only large enough to allow the escape of the tip of the sound 
into the vagina. 

After the edges of this incision have been secured with fine forceps 
so that the relation between the vesical mucous membrane and that of 
the vagina cannot be changed, the incision may be enlarged to half an 
inch with scissors. 

The points to be guarded against are: 

Sliding of the mucous membrane of the bladder away from the pri- 



Digitized by 



Google 



368 SURGERY OF THE RECTUM. 

mary incision so that the openings into the vagina and into the bladder 
are not in apposition. Injury to the ureters, which is best avoided by 
making the incision exactly in the median line. 

The after-treatment must depend entirely upon the conditions found 
when the bladder is opened. 

If these be such as to justify an immediate closure, as in cases of 
stone or foreign bodies, with very little attendant cystitis, the incision 
may at once be sutured with fine silk, and a catheter left in till healing 
is complete. 

On the other hand, should permanent drainage be necessary, the 
incision is kept open by suturing the mucous membrane of the 
bladder to that of the vagina, as in the buttonhole operation for 
cystocele. 

Should it be intended by the operator to establish drainage for a 
considerable time some arrangement should be made at the time of the 
operation for the future comfort of the patient. This is best done by- 
inserting into the bladder a bent glass tube, with a flange at the end, 
and tightly suturing the edges of the incision around it. A rubber 
tube attached to this and carried to a rubber bag worn upon the thigh, 
from which the urine may be drawn off at will, provides all that is 
possible in the way of comfort. 

The affections of the uterus which constantly cause rectal symptoms 
are, broadly speaking, the malpositions and the enlargements. The 
reader should bear in mind that we are considering these various dis- 
eases of the female genital organs simply from the standpoint of their 
effects upon the rectum without any idea of going deeply into the 
realm of gynaecology, and that many subjects are therefore omitted as 
not properly within the scope of this work. Fig. 190 maybe taken as 
a type of them all, and the impossibility of relieving the rectal symp- 
toms — often the most marked and troublesome of all the symptoms in 
such a case — without raising the uterus into its proper place, is self- 
evident 

Affections of the Cervix. 

Of the affections of the cervix which require treatment, some are 
the result of inflammation and some are due to mechanical injury. 
They may be enumerated as follows: Erosions, ulcerations, follicular 
hypertrophy, stricture, lacerations, cervical hypertrophy, cervical 
atrophy. 

Erosion, Ulceration. — Erosions of the cervix may be caused by any 
abrasion, by the irritation of discharges from the interior of the 
wound, or by strong applications to the mucous membrane. They are 
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to be cured by removing the cause, and by curing the endometritis 
upon which they depend. 

Ulceration of the cervix is a term about which there has been much 
discussion. Generally the pathological condition is an hypertrophy 
with extrusion of the mucous membrane due to glandular enlargement. 
The cure in simple cases consists in the use of the curette. In old 
cases complicated with lacerations or hypertrophy of either body or 




Pig. 191.— Varieties of Conical Cervix. 

cervix, the curette must be followed by repair of the laceration or am- 
putation of the cervix. 

Follicular Hypertrophy. — This may assume several forms. Enlarge- 
ment of the Nabothian follicles into small cysts is one of the most 
common. True polypoid growths of the cervix also arise from ob- 
struction of the mouths of the glands of the mucous membrane, and 
subsequent increase in size from distention, until finally a distinct 
pedicle is formed. Another form of the same condition is an enlarge- 
ment and elongation of the organ due to cystic degeneration of the 
glands which penetrate its substance. The glands may be filled with 
pus or fluid, and may so penetrate the substance of the cervix as to 
produce a veritable cystic degeneration. 

Such a condition is curable only by amputation of the cervix. 
24 
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Stricture of the Cervical Canal. — This may be congenital, which is 
rare, or inflammatory; but it is usually the result of application 
of caustics or of improperly performed surgical operations- The 
stricture may be partial or complete, and a distinction is made 
between atresia and stenosis, the former being due to an imper- 
forate or occluded os, and the latter to a narrowing of the cervical 
canal. When the latter condition is congenital it is apt to be ac- 
companied by other malformations, and especially by the conical cer- 
vix shown in Fig. 191. 



Fig. lftJ. -Stellate Laceration of Cervix. (Munde*.) 

The symptoms before the menopause are dysmenorrhcea, sterility, 
endometritis from retained mucus, hsematometra, hematosalpinx. 

After the menopause there may be no symptoms of the con- 
dition. 

Treatment. — This may be by gradual dilatation with bougies; by- 
forcible dilatation with glove-stretcher ; by crucial incision and subse- 
quent attempts to maintain the canal thus gained by the introduction 
of strips of iodoform gauze ; or by amputation of the cervix. 

Lacerations of the Cervix.— The usual cause of laceration of the cer- 
vix is parturition, although it may follow forcible dilatation in sur- 
gical interference. The most frequent variety is bilateral, next the 
unilateral, and finally the stellate. The tear may assume any direc- 
tion, however, and extend to any degree from a mere laceration of 
the mucous membrane to a rent extending into the broad liga- 
ments, or into the bladder aud causing a vesico-uterine or vesico- 
vaginal fistula. 

Laceration of the cervix is not always a condition requiring treat- 
ment. Many heal spontaneously and leave only a slight cicatrix. In 
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others the cervix shows a rent of greater or less extent, but the lips 
are nof ulcerated or thickened, there is no resulting endometritis, and 
no symptoms are caused. In still another variety there is ulceration, 
the lips of the laceration are thickened, the whole cervix is enlarged, 
the mucosa everted. 

Associated with this form of laceration there is apt to be subin- 
volution, sterility, abortion, and uterine misplacement, and there may 
be cellulitis and pelvic peritonitis. 

The symptoms of an old laceration are leucorrhcBa, dysmenorrhoea, 
pelvic pain, and reflex neurosis, together with sterility. Many of 
these it will be seen are due to the subinvolution displacement or pel- 
vic peritonitis rather than directly referable to the laceration. 

Physical examination in laceration usually reveals an enlarged 
cervix, and the finger may easily detect the cleft lined by the everted 
mucosa. The whole organ may be enlarged, as shown by bimanual 
examination. With a speculum the os will be found patulous, but a 
patulous os does not necessarily imply a laceration. The bottom of 
the rent may be filled in with cicatricial tissue and this may be acutely 
painful to the touch. By approximating the torn edges of the rent 
with tenacula its extent can best be determined. 

Treatment. — Since the majority of lacerations heal spontaneously, 
immediate operation is indicated only when there is persistent arterial 
hemorrhage. In such cases sutures may be introduced without ether, 
and of course without any previous denudation. 

The treatment for an old laceration consists in reducing the size 
and hardness of the cervix by local depletion; by curing the endome- 
tritis with the curette; by puncturing cysts when present; by hot 
douching, and glycerin tampons. Under this treatment all symptoms 
may disappear, and if not the cervix will become soft and in condition 
for operation. 

The pelvic complications of old peritonitis and cellulitis are dis- 
tinct contraindications to operative interference. 

Operation for Lacerated Cervix. — Either with a knife or strong 
sharp-pointed scissors first deepen the laceration to be repaired by 
making an incision through the cicatricial tissue in the angle of the 
laceration down into healthy uterine tissue. Next denude thoroughly 
both lips of the old laceration, till all cicatricial tissue is removed 
and healthy muscle exposed. 

Figs. 193 and 194 show a proper and an improper denudation of 
the lips of the laceration. 

A strip of undenuded mucosa must be left on both lips of the cer- 
vix to form a cervical canal after the suturing is completed, otherwise 
complete stenosis will result (Fig. 193). 
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After both lips of the laceration have been vivified, sutures are 
introduced as follows— a small, full-curved Hagedorn needle should 
be used, and silkworm gut is the best material : 



Fig. M8.— Denudation In Lacerated Cervix. (PozzL) 

The first suture should be passed at the angle of the laceration. 
Enter the needle in the vaginal mucosa just above the angle, carry it 
through into the cervical canal, seize it again and enter it at the cor- 
responding opposite point in the canal, and bring out on the vaginal 
surface at a point corresponding to the point of entrance. About f our 
such sutures should be passed on each side of the cervical canal. 



Fig. 194.— Incomplete Denudation in Lacerated Cervix. (PozzL) 

The ends of each suture as passed should be seized with a pair of 
artery forceps to keep them from becoming entangled. 
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After all sutures have been inserted, each may be tied or passed 
through a perforated shot and clamped. In either case the ends 
should be left at least an inch long to facilitate removal. While the 
sutures are being tied constant irrigation should be kept up to remove 
blood clots from the incision. 



Flo. 195.— Sutures in Lacerated Cervix. (Pozzt) 

Pass a uterine sound to make sure that the cervical canal has not 
been closed by sutures, and place a light tampon of iodoform gauze in 
the vagina. The sutures may, with advantage, be left in situ till after 
the first menstrual period, as union of the cervical tissue is always 
slow ; and in cases associated with repair of the perineum they may be 
left even longer to avoid pain and stretching of the parts. 



Fig. 198.— Cervix after Repair of Laceration. (PozzL) 

The iodoform gauze should be removed from the uterus in forty- 
eight hours, and warm antiseptic douches should be used daily there- 
after. 

The patient should be confined to bed for ten days, and to the 
house a week longer. 

Primary Cervical Hypertrophy. — This may be supravaginal (Fig. 
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197) or infravaginal, and is not to be confounded with the results of 
inflammation already described. Indeed, its nature and causes are not 
known. It may be congenital, and it is the cause of prolapse in women 
who have not had children, except where prolapse is produced by vio- 
lence. The prolapse is caused by the hypertrophic growth of that 
portion of the cervix attached to the bladder, and the hypertrophy is 
not as in other cases of prolapse a secondary enlargement and elon- 
gation due to passive congestion and inflammation, and to dragging of 
the vagina upon a still immovable organ. The congenital hypertro- 
phy is not attended by laceration and the cervix is apt to be conical 



Fig. 197. -Hypertrophy of Supravaginal Portion of the Cervix. (PozzL) 

In ordinary prolapse with secondary hypertrophy the giving way 
of the anterior and posterior vaginal walls precedes the descent. Here 
the body is dragged down by the increased weight of the cervix and 
the walls of the vagina follow. The sound may sometimes be passed 
into such a uterus to a depth of eight inches. 

The symptoms are those of simple prolapse, and the diagnosis is 
made from the increased depth of the organ, its comparative immobil- 
ity, the difficulty in reduction, and the discovery of the position of the 
fundus with the greatly hypertrophied cervix below, by careful ex- 
amination, perhaps with a finger in the rectum and a sound in the 
bladder. The treatment is by high amputation of the cervix, to be 
described. 

Primary Infravaginal Cervical Hypertrophy. — Here again is found 
the same congenital enlargement or one coming on at puberty, but not 
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due to any inflammatory change (Fig. 198). The cervix is increased 
in length till it may project from the vulva, and also in size. 

Symptoms. — These are dysmenorrhoea, dyspareunia, pain, leucor- 
rhcea, and increased or irregular menstrual flow. 



Pig. 188.— Infravaginal Hypertrophy of Cervix. 

The diagnosis from prolapse, for which it is most often mistaken, 
is made by discovering the fundus in its normal relations. The treat- 
ment is by amputation. 

Amputation of the Cervix. 

The operation may be done below the vaginal junction, as in com- 
mencing carcinoma and the usual forms of elongation ; or amputation 
above the vaginal junction may be necessary, as in supravaginal 
elongation and more advanced malignant disease. 

High Amputation of the Cervix. — This is performed in its first steps 
as a vaginal hysterectomy with ligatures would be. 

Having introduced the speculum and pulled down the cervix, an 
incision is made around the cervix, taking care to avoid the bladder, 
and the vaginal mucosa is stripped up by blunt and sharp dissection. 
The uterine arteries are then tied on each side as in hysterectomy, 
using either the Cleveland ligature carrier or a curved needle and 
heavy catgut. The dissection is next carried upward along the cervix 
on each side till the portion contained in the ligatures is separated from 
the uterus. If the uterine arteries have been secured there will be but 
little hemorrhage. 
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The anterior portion of the cervix is then cut across transversely 
down to the canal. Should this cause free hemorrhage the best method 
of securing the bleeding points is not with artery forceps, but by car- 
rying a curved needle, armed with fine catgut, under them, and tying 
them with the tissue in which they lie. After stopping the bleeding 
of the anterior portion in this way the posterior is cut across. 

The divided vagina is sutured to the uterine mucosa with catgut* 
the ligatures around the uterine arteries having been cut short. 

Should the peritoneum have been opened posteriorly, it must be 
sutured separately with fine catgut. The suture which unites the va- 
gina to the uterine mucosa passes first through the cut edge of the 



Fig. 109.— Flaps Formed in Amputation of Cervix. 

vagina, next through the stump of the cervix, and is brought out in 
the cervical canal and tied. 

Should it be found impossible to reach satisfactorily above the dis- 
ease in carcinoma the attempt at high amputation may be abandoned 
and vaginal hysterectomy substituted. 

Wedge-Shaped Amputation of the Cervix. — The operation usually per- 
formed in cases of inf ravaginal enlargement is the removal of a wedge- 
shaped piece from each lip and the formation of double flaps. 

The cervix is brought down into view, as in the former operation, 
and with a strong pair of straight scissors, one blade of which is passed 
into the canal, both sides are split open as far down as the junction 
with the vagina. A wedge is then removed from each lip of the shape 
.shown in Fig. 192. 
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The resulting appearance is shown in Fig. 200. 
Sutures of silkworm or chromicized gut may be used, and the first 
two on each flap are so introduced as to draw open the cervical canal. 



Fig. 300.— Appearance of Stump after Amputation of Cervix. 

The others pass through all four flaps, as shown in Fig. 201. 

The stitches may be tied after all have been inserted, or each one 



Fig. 801.— Sutures In Amputation of Cervix. 

may be tied as it is inserted. If there is free bleeding, it is best con- 
trolled by immediately inserting a stitch through that part of the 
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stump and tying it In this way no separate ligation of vessels will be 
necessary. 

Malpositions of the Uterus. 

Before considering the operative treatment of malpositions it should 
be stated that the positions which this movable body may assume un- 
der certain influences are almost infinite. Its position varies normally 
with the condition of the bladder and the rectum ; its normal position 
is not the same in all women ; and it may be drawn into very remark- 
able twists and flexions by pelvic disease such as tumors and adhesions. 
In many such cases the mere fact of malposition produces no symptoms 
and cannot in itself be considered a disease. 



FIG. 208. 

The importance of malpositions clinically comes from the many- 
complex conditions which accompany them, and not from the mere 
fact of change in the axis of the organ. Thus in anteversion there are 
direct bladder symptoms, in retroversion pressure upon the rectum, 
prolapse of the annexa, and consequent reflexes ; and in all there is 
apt to be endometritis and some inflammation of the annexa, 

Prolapse of the Uterus. 

The causative relation between laceration of the perineum and pro- 
lapse of the uterus and vagina has already been referred to, but there 
are other causes. Anything which increases the weight of the uterus 
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or tends to weaken its ligaments, as well as a lack of support from 
tearing the pelvic floor, combined with increased pressure from above, 
may be sufficient to produce permanent descent of the organ. 

Combined with prolapse of the uterus other changes will always be 
found, as cystocele, proctocele, and hypertrophy from inflammation. 

The immediate cause of prolapse is apt to be pregnancy, combin- 
ing as it does increased weight of the organ during involution with re- 
laxation of the pelvic ligaments, and sometimes al3o laceration of the 
perineum. A tumor of the uterus may accomplish the same result, as 
may also a sudden strain when the other conditions are favorable. 

Although cystocele and proctocele usually follow the descent of the 
uterus, the opposite may be the case and a patient may have proctocele 
to a considerable extent without appreciable prolapse of the uterus. 
Such cases are easily recognized by the appearance of the ostium vagi- 
nae, and by the fact that a finger in the rectum, if hooked into the va- 
gina, can easily be made to reach through the vulva. 

An almost constant accompaniment of prolapse is secondary 
hypertrophy and elongation of the cervix due to the dragging of the 
misplaced vaginal walls upon their attachments to the cervix. The 
cervix as a result becomes both supravaginal and elongated and gener- 
ally also hypertrophied. 

Prolapse may reach any extent, from the slight degree seen to ac- 
company retrodisplacements to thfe complete escape of the uterus from 
the pelvic cavity, with the production of an anterior and posterior cul- 
de-sac which may contain coils of small intestine. These can easily be 
recognized by their gurgling on pressure or in reduction. 

Symptoms. — Those of the acute form, which is rare, are those of 
shock with great pelvic pain ; difficulty in urination or complete reten- 
tion from distortion of the urethra ; vomiting ; and perhaps internal 
hemorrhage. The condition at once becomes plain on examination. 

In the case of prolapse gradually produced the symptoms are at 
first those of dragging pain, backache, constipation, and difficulty in 
urination. As the condition increases all these may increase and 
others due to exposure be added. The constipation may increase to 
such an extent that emptying the rectum without reducing the procto- 
cele by pressure of the fingers in the vagina is impossible. The same 
thing may occur with the bladder, and cystitis and pyelitis from as- 
cending infection may be added to the dysuria. Erosions and ulcer- 
ations upon the exposed parts come from pressure or friction. 

It is rather a remarkable fact that the patient may scarcely com- 
plain at all except from the inconvenience of the completely prolapsed 
organ between the thighs, and also that they usually escape septic en- 
dometritis. The latter is probably explained by the complete drain- 
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age. Menstruation may not be disturbed or may be either increased 
or decreased, and impregnation is not impossible. 

Treatment. — This is by pessaries or by operation. In using pessa- 
ries all abrasions should first be cured by applications of weak solu- 
tions of nitrate of silver or iodine. Any form of pessary which will 
accomplish its purpose may be used, and often in the complete variety 
a soft-rubber bag (colpeurynter) filled with air and water will answer 
better than a hard-rubber instrument of any shape. In the milder 
degrees an Albert Smith pessary may answer every purpose. 

The operative treatment of prolapse of the uterus must depend 
upon its degree. In the mild cases in which the cervix is still within 



Fig. 208.— Le Fort's Operation for Closure of Vagina. Denuded surfaces brought into apposition. 

Suture introduced ready to tie. 

the vagina the plastic operations already described may be sufficient 
to retain it at least from farther descent. They should be performed 
in the following order. The uterus should be first curetted, and then 
if the cervix is enlarged, as it usually will be, it should be amputated. 
Plastic operations upon the vagina and perineum are next in order, and 
of these several may be performed on the same patient For example, 
a lateral colporrhaphy may be done on each side, then an anterior, and 
finally colpo-perineorrhaphy. Or Le Fort's method of closing the 
vagina by uniting a large denuded surface on the anterior wall to one 
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on the posterior may be done (Fig. 203). Or the vagina may be 
greatly contracted by passing circular sutures around it at intervals of 
an inch under the mucous membrane, and drawing them so tightly as 
to leave only a small canal for the escape of secretions. 

Such an operation is applicable only to cases in women who have 
passed the menopause, and in whom there is no expectation of future 
sexual intercourse. 

In the more severe cases, in addition to the plastic work, either an 
Alexander's operation of shortening the round ligaments or a ventral 
fixation may be added. If the former be employed it should be done 
thoroughly and radically, as described under that head. 

In the still more advanced cases of complete prolapse vaginal hys- 
terectomy may be the only cure. In women past the menopause it 
may be only a waste of time to try any other milder procedure. In 
younger women, who are still liable to have children, the milder oper- 
ations should first be tried, and Alexander's operation should have 
preference over abdominal fixation on account of the fact that it leaves 
the organ in a much safer position for future pregnancy, although it is 
not as certain in its results in this form of disease. 

Retroversion and Retroflexion. — The retroverted uterus may not be 
bent upon itself, but the retroflexed organ is always more or less re- 
troverted. The treatment of this condition constitutes nearly twenty 
per cent of gynaecological practice. 

The causes are increased weight of the uterus from inflammation 
or subinvolution, and sudden falls or strains, together with the exist- 
ence of adhesions resulting from inflammation of the annexa which 
render permanent a position which at first may have been only tem- 
porary. 

The utero-sacral ligaments are more firmly attached to the cervix 
than are the round or broad ligaments to the body ; and hence increased 
weight of the organ in the post-puerperal condition, combined with 
the dorsal decubitus, allows the falling backward and flexion, espe- 
cially when combined with lack of support from laceration of the pel- 
vic floor. [Relaxation of the utero-sacral ligaments, on the other hand, 
with shortening and infiltration of the utero-vesic® tend to retrover- 
sion. 

The adhesions which come from the attendant inflammation of the 
annexa may bind the misplaced uterus to the rectum, or to the utero- 
rectal pouch, so that it becomes irreducible. The ovaries are mis- 
placed backward with the fundus, and the nerves are put upon the 
stretch — hence the pain and reflex neuroses. In the irreducible cases 
with adhesions, old salpingitis may be confidently counted upon, and 
there is always endometritis. 



Digitized by 



Google 



382 8URGERY OF THE RECTUM. 

Symptoms. — These are backache, dragging sensation in the pelvis, 
constipation, pain on defecation, those of pelvic inflammat ion, those of 
endometritis, reflex neuroses, vesical symptoms. 

The diagnosis is better made by conjoined rectal examination than 
through the vagina, because with a finger in the former canal the 
whole surface of the uterus can be felt. There may be real difficulty 
in distinguishing between a fibroid tumor in the posterior wall of the 
uterus and retroflexion, and in such a case recourse may be had to the 
sound with proper precautions. Ordinarily, however, the fact that 
the cervix is low in the vagina, that the finger first impinges against 
the posterior lip and then enters the angle formed between cervix and 
body, finally passing along the firm body of the organ, establishes the 
diagnosis of retroflexion; while the absence of the angle of junction 
and of the body anteriorly where it should naturally be shows retro- 
version without change in the axis of cervix and body. Retroflexion 
implies of necessity a concave posterior surface of the organ which is 
naturally concave anteriorly. 

Treatment — Before any attempt is made to replace a retrodisplaced 
uterus the condition of the annexa must be carefully and accurately 
determined. Pus in tubes or ovaries is an absolute bar to all attempts 
at bimanual replacement ; and septic endometritis is equally a barrier 
to any attempt at replacement by the use of sound or repositor, though 
not in itself against bimanual manipulation. 

Should there be no disease of the annexa or pus focus in the pelvis, 
and no adhesions binding the uterus to the rectum or sacrum, the uterus 
may usually be replaced in any one of several ways. Perhaps the best 
is to place the patient in the dorsal position with the thighs flexed upon 
the abdomen to relax as far as possible the abdominal muscles. One 
finger of the right hand is then introduced into the rectum, previously 
emptied, and pressure is made against the fundus toward the promon- 
tory of the sacrum. The fingers of the other hand are pushed as deep 
into the pelvis as possible over the symphysis, and as near the sacrum 
as possible, while the patient takes a prolonged expiration in order to 
try and get them behind the fundus which is being pushed upward by 
the rectal finger. Should this succeed, the hand on the abdomen will 
be able to carry the organ into anteversion. 

Surgical Treatment — Having decided to operate, curettage and re- 
pair of lacerations are the first steps. Next is the choice of the mode 
of fixation. 

When the organ is movable, and it is unnecessary to open the ab- 
domen for disease of the annexa, Alexander's operation should be 
chosen. When opening the abdomen is necessary, ventral fixation 
should terminate the abdominal work. These two are the ones most 



Digitized by 



Google 



AFFECTIONS OF THE GENITO- URINARY ORGANS. 383 

frequently practised at the present time, though others will be .re- 
ferred to. 

Vaginal Fixation. —This is in reality an anterior colpotoniy, with 
suture of the fundus of the uterus to the anterior wall of the vagina at 
the point of incision. 

The incision is made vertical iustead of around the neck of the 
uterus, as is usual in anterior colpotomy, and the peritoneum is 
opened. The fundus of the uterus is next seized with a volsellum and 
brought to the incision. Two sutures are passed through its substance, 
as in a ventral fixation, and the ends brought out on each side of the 
incision. After closing the vaginal wound, the fixation sutures are tied. 

The operation is not generally regarded as justifiable in women 
liable to become pregnant, on account of the distortion it causes in the 
position of the uterus. 

Ventral Fixation of the Uterus. — This is the operation of choice with 
many. When done for retrodisplacements, the operation presupposes 
the freeing of the organ from all adhesions. 

A two-inch incision, as close to the symphysis as possible without 
wounding the bladder, is generally sufficient, and only two fingers need 
be placed in the pelvis to break up adhesions and bring the fundus to 
the incision where it can be grasped and held with a volsellum. 

A space on the anterior surface of the fundus the size of a silver 
half-dollar is then deprived of its peritoneal covering by scraping with 
a knife. 

The form of suturing will vary with the operator. 

Two silkworm -gut sutures may be passed through the whole thick- 
ness of the abdominal wall and the uterine tissue under the denuded 
spot, avoiding the uterine cavity, and after the abdominal incision has 
been closed, these may be used to draw the uterus firmly against the 
abdominal wall and then tied. 

The essential point of Czerny's method, as distinguished from 
others, is that the sutures holding the uterus to the abdominal wall do 
not pass through the skin. This plan may be still further modified by 
using one continuous suture of heavy chromicized catgut for closing 
the muscular layer and the fascia of the wound, as well as for support- 
ing the uterus (Fig. 204). 

Edebohls gives the following as the indications for the operation of 
ventral fixation. He believes that on account of the liability of the 
operation to cause subsequent difficult labors in child-bearing women 
the operation of shortening the round ligament should always be pre- 
ferred when possible. 

"The indications for ventral fixation of the uterus should be limited 
to the utmost degree in womeu liable to subsequent pregnancy. 
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"Ventral fixation is never indicated in uncomplicated retroversion 
of the uterus. 

"Inability of an operator to perform shortening of the round liga- 
ments may be an indication for ventral fixation, but not in the case of 
one claiming to be a specialist in gynaecology. 

"Ventral fixation is indicated, as an adjuvant, in the performance 
of combined operations for prolapsus uteri et vaginae. 

" Ventral fixation is indicated as a closing step in all celiotomies in 
which the annexa are removed and the uterus is left. 

"Ventral fixation may be indicated, under exceptional conditions, in 
cases of adherent retroversion, with tubes and ovaries in good condi- 
tion. 

" Ventral fixation may be indicated in the most aggravated cases of 
uncomplicated sharp retroflexion. The writer has not met such a case 
not amenable to successful treatment by shortening the round liga- 
ments. 

"Ventral fixation is indicated, under certain conditions, in cases of 
uterus unicornis." 

The real objections to ventral fixation are the danger of subsequent 
hernia through the incision, the slight mortality attendant upon any 
cceliotomy, and the immobility of the organ which is not physiological 
or normal, and which may lead to difficult delivery in subsequent 
pregnancy. 



Fig. 204.— Ventral Fixation of Uterus. 

Shortening the Round Ligaments. Alexander's Operation. — This 
much-discussed procedure is one of great value, having some advan- 
tages over ventral fixation, the chief of which is that it leaves the 
uterus in much better position for future pregnancy and delivery, 
should the patient be one whose circumstances render further child- 
bearing probable or possible. 

The great objection to it is the technical difficulty in its perform- 
ance in unskilled hands, and the further fact that, as frequently per- 
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formed, but little real use is made of the round ligaments for support, 
even after they have been exposed at the external abdominal ring. At 
this point they are weak, often difficult to discover, and, in fact, in 
some patients they are not found at all, the ligament ending at the in- 
ternal ring and spreading out upon the fascia till lost. 

When such is the case the inguinal canal should be freely divided, 
as in Bassini's operation for hernia, and the round ligament searched 
for within the canal or at the internal ring, where it is easily found. 



Fig. 205.— Wylie'8 Operation for Shortening tbe Round Ligaments. 

The secret of successful performance of Alexander's operation will 
be found to consist in two details in the technique: first, the exposure 
of the external inguinal ring by a clean incision without disturbing the 
fat which bulges into it from the inguinal canal ; and second, the dis- 
section of the round ligament loose from the connective tissue which 
holds it in the canal and which will prevent its being drawn out or 
running freely unless divided. 

The incision need not be more than an inch, or at most an inch and 
a half in length, and should start at the spine of the pubes and run 
parallel with the inguinal canal. It should be carried directly down 
to the fascia of the external oblique, the ring being easily distinguish- 
able by the lessened resistance at that point ; and the pillars of the ring 
should be neatly exposed without, as has been said, disturbing the fat 
which normally fills the orifice. 

When this has been done pressure over the canal will cause the little 
mass of fat within to protrude from the ring so that it can be firmly 
seized with dissecting forceps. In it are the terminal filaments of the 
ligament, and gentle traction upon it will soon develop the presence of 
the round cord, which is sought and which grows firmer and stronger 
the more it is drawn out. 

The first obstacle to stripping the cord will be found in the little 
nerve which lies upon it and which is easily distinguishable when ex- 
posed by its glistening appearance, and which should be divided with 
25 
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the scissors. The ligament will then run more easily till the connec- 
tive tissue which surrounds it in the canal begins to act as an anchor, 
and this also must be dissected loose with a few snips of a fine scis- 
sors. The peritoneal reflexion upon the ligament will by this time be 
visible and may be stripped down with the fingers till the horn of the 
uterus is brought fairly against the internal ring without opening the 
peritoneal cavity. 

Traction on the cord should be made in the direction which it 
naturally follows in the canal, and not in such a way that the external 



FIG. 208. 

ring is stretched and elongated by the pulling of the ligament against 
its upper margin. 

Exactly the same steps are then taken with the opposite ligament, 
and the result may then be tested by taking one ligament in each hand 
and making traction. If there be no adhesions the uterus can l>e easily 
felt against the wall of the abdomen ; and should this not be the case, 
the organ is adherent and should have been found to be so by failure 
of manual displacement before the operation. 

In such a case ventral fixation would have been the better procedure, 
but still the operation need not be abandoned, for the peritoneum may 
be entered from either or both canals by laying them open, and con- 
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siderable work done quite efficiently behind the uterus in the way of 
breaking up adhesions. 

With the ligaments held firmly tense the external rings are now 



Fig. 207. Fig. 208. 

closed by two or three catgut sutures which pass as well through the 
substance of the ligament as the sides of the ring, and the excess of 
ligament, often fully four inches, is cut away. A continuous skin su- 
ture of fine catgut with a bandage completes the operation. 



Fig. 200. 



This operation is considered a difficult one, and many public oper- 
ators would much rather do a ventral fixation before a class. And yet 
the round ligament is almost invariably at the external inguinal ring, 
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and is easily found if searched for as described, before all the contents 
of the canal are displaced and pulled apart by blunt hooks, as is often 
done in a blind attempt to hook up a firm round cord which does not 
exist until quite a distance from the external ring. 

Should the operator meet with a case of abnormal course of the 
ligament in which, as sometimes happens, it stops at the internal ring, 
the ring may be slit up as in Bassini's operation. Edebohls' modifica- 
tion of the operation next to be described can always be practised. 
To the writer this would seem to be the real value of this plan of 
operating, for in any case in which the ligaments are normal no such 
extensive surgical traumatism is necessary to obtain the full benefit of 
their shortening. When Alexander's operation is efficiently done — as 
it can almost always be without laying open the canal — it is sufficiently 
effective for the purpose intended. 

The round ligament is now cut away just outside of the external 
ring, leaving the stump to plug the ring. 

"After thus obliterating the inguinal canal and closing both in- 
ternal and external rings, the same strand of catgut is continued up- 
ward as a running suture, uniting the lips of the incision in the ex- 
ternal oblique aponeurosis, and closing the anterior wall of the 
canal. At the upper end of the wound the two free ends of catgut 
emerging upon the aponeurosis of the external oblique are tied together, 



fig. 210. 

forming the only buried knot. This knot, if carefully and tightly tied 
after the manner depicted in the cut — a single turn in the first half and 
a double turn in the second half of the knot — can be depended upon 
not to slip. The skin is nicely approximated over all by a subcuta- 
neous suture of ordinary catgut and the wound closed without drainage. 
"Sterilized dressing applied over the wounds, and held in place by 
adhesive plaster and a double spica bandage, complete the operation. " 
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Wylie'% Operation. — This method consists in folding the ligaments 
upon themselves as shown in Fig. 205, and suturing them in that posi- 
tion after freshening the approximated surfaces by scraping off the 
peritoneal covering with a knife. 



Fig. 211. 

Anterior Cuneo- Hysterectomy. — Jonnesco (Revue de Gyn£cologie,etc., 
No. 5, 1897) has combined Wylie's operation of shortening the round 
ligaments with anterior cuneo-hystereetomy so as to form a new 
method of treatment which has many advantages. 

The technique is as follows: 

1. Opening the abdomen, seizing the uterus with forceps, breaking 
up any light adhesions which may exist, and drawing the uterus out 
of the incision. 

2. Transverse incision with bistoury through the peritoneum in the 
vesicouterine cul-de-sac, the incision reaching from one edge of the 
uterus to the other. Seizing the lower edge of this wound with for- 
ceps, the right index finger is employed to detach the bladder from 
the uterus for a space of 2 cm., and, by stripping up the peritoneum 
from the uterus, to denude a space on its anterior surface 3 cm. long 
in addition at the level of the angle of flexion (Fig. 206). 
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A wedge is next cut from the denuded portion of the uterus at the 
angle of flexion having its base 1.5 cm. broad, its apex at the mucous 
membrane which is unopened, and its width equal to the size of the 
uterus in breadth (Fig. 207). 

The denuded space still leaves room for stitches as shown in Fig. 
208, which when tied as in Fig. 209 convert the retroflexion into nor- 
mal anteflexion. The peritoneum is then closed over the uterine 
wound (Fig. 210). 



Fig. 212. 

The shortening of the round ligaments is essentially the same as in 
Wylie's method (Fig. 211), and as the broad ligament is necessarily 
thrown into folds by this procedure the folds are made permanent by 
a final stitch taken through them as in Fig. 212. 

Prolapsed Ovary. 

Prolapse of the ovary may or may not be associated with retrover- 
sion of the uterus; and although retroversion will usually drag the 
ovaries out of position by traction on the ovarian ligaments so that 
they will lie either in front of the uterus or, more commonly, in the 
cul-de-sac behind that organ, it still happens not infrequently that 
the ovary is displaced into the cul-de-sac without change in the posi- 
tion of the uterus. 

Such a condition is usually the result of gestation and a too speedy 
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resumption of active duties while the organ is still enlarged and the 
ligaments are relaxed. 

The symptoms are almost characteristic, the chief being pain after 
defecation, caused directly by the act and lasting sometimes for an 
hour or more, compelling the sufferer to lie down till it has passed 
away. There may, in fact, be no other symptom than this, and for 
this one I have known a lady to undergo, under one diagnosis or an- 
other, five operations upon the rectum, resulting finally in loss of 
sphincteric control, and, of course, without relief. 

A digital examination makes the diagnosis positive by the discovery 
of the tender ovary in the cul-de-sac, and may cause the characteristic 
nausea when handled. 

Treatment should first be directed to the replacement of the organ. 
Unless it be bound down by adhesions, or so inflamed as to prevent 
all handling, this may usually be accomplished by gentle means; such 
as pressure with two fingers in the vagina, and the reposition may be 
maintained by a Thomas retroversion pessary. Sexual intercourse will 
often have been abandoned before the diagnosis is made on account of 
the pain caused by it, and as soon as the organ is replaced the pain 
will cease. 

Extirpation of a merely prolapsed ovary is not justifiable; only the 
complications of inflammation or irreducibility make it so. Ovarian 
fixation to the abdominal wall at the internal abdominal ring has been 
practised with good results. In cases due to retroversion, ventral fix- 
ation of the uterus, or an Alexander's operation, may effect a cure, 
should pessaries fail. Tenderness, and adhesions in simple cases with- 
out malposition of the uterus, may often be overcome with tampons. 
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AFFECTIONS OF THE MALE GENITAL ORGANS INVOLVING THE 

RECTUM. 

Chronic Prostatitis. 

This is due to the same causes as the acute process. It may be a 
sequel of the acute form of the disease, or may be chronic from the 
start. It may result from a chrome urethritis or cystitis, or from 
prostatic calculi, or from any cause which keeps up an habitual con- 
gestion of the parts. It is not to be confounded with enlargement or 
hypertrophy of the organ. 

Symptoms. -These, although of the same general character as in 
acute cases, are less marked. There are dull pain in the rectum and 
over the bladder ; a sense of fulness in the rectum and perineum ; pain 
in the glans penis, back, and sacrum, and inability to sit with comfort 
because of pressure on the perineum. 

In addition to this there is disturbance of the sexual function. 
Desire may be lost or ejaculation may be premature, and on this ac- 
count the patient is often hypochondriacal. 

The examination of the organ by the rectum will reveal its en- 
larged and sensitive condition. 

Treatment consists in removal of the cause if it can be discovered, 
as in gonorrhoea, stricture of the urethra, or sexual excess. In addi- 
tion to this the use of large cold sounds and the stripping of the organ 
with the finger will give great relief. Counter irritation by blistering 
the perineum is valuable. 

The disease is often associated with hemorrhoids, and the removal 
of these may effect a cure. More frequently the disease is mistaken 
for some affection of the rectum, and the treatment is devoted entirely 
to the wrong channel. 

Cancer of the Prostate. 

Primary cancer of the prostate is rare. More usually the disease 
is secondary to cancer of the rectum or bladder, and due to direct ex- 
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tension, or to metastasis. It occurs chiefly in young children and old 
men. 

The diagnosis is to be made by examination of the enlarged and 
stony organ through the rectum, by the pain, the cachexia, and the 
enlarged lymphatics in the groin and Scarpa's triangle. 

The treatment is the same as that for enlargement of the prostate. 
Extirpation, although it may be successful as far as the immediate 
result is concerned, holds out little hope of any lengthened relief from 
the disease. 

Inflammation of Seminal Vesicles. 

Chronic inflammation of the seminal vesicles is a condition so rebel- 
lious to treatment and so serious for the patient that the surgeon is 
often driven to adopt any treatment, however radical, which holds out 
a prospect of relief. 

Symptoms. — These are often very obscure and chronic, and the pa- 
tient will often have been under treatment for years for rectal, blad- 
der, or urethral disease. They consist briefly in: pain, tenderness, 
functional disturbance, neuroses, and urethral discharge. 

Pain is both local and reflex. It is persistent, and subject to ex=- 
acerbations due to defecation, urination, or sexual excitement. It 
may be referred to the rectum, the neck of the bladder, glans penis, 
pubes, or to the loins, scrotum, and thighs. The tenderness is best 
appreciated by local examination with the finger in the rectum, al- 
though deep pressure in the perineum or over the pubes will easily 
elicit it. 

Sexual disturbance may be of every kind. Desire may be mor- 
bidly increased, but in chronic cases is apt to be almost entirely 
absent. 

The neuroses are also of almost every possible kind. The patients 
are generally subject to great mental depression and wandei from one 
surgeon to another, willing to submit to any operation and begging for 
relief. They will consume hours in describing uneasy and painful 
sensations in every part of the pelvis and adjacent parts. With this 
there is loss of flesh, strength, appetite, and sleep. 

Urethral discharges may or may not be present, and are rather a 
symptom of the acute than the chronic form of the disease. 

Diagnosis. — This is made only by rectal touch and by discovering 
with the finger a tender, hard mass behind the prostate in the location 
of the vesicles. 

The operation is difficult, has seldom been performed, and yet 
seems to hold out the only prospect of relief in old cases. Fuller 
has done it twice, Weir once, Gay once for primary cancer of the vesi- 
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cle, and the author twice, in this country, and there are a few other 
cases. In one of my own cases I was fortunate enough to come down 
upon a nest of calculi, varying in size from the head of a pin to a 
small pea, and this man was greatly relieved. 

Before operating, a sound should be tied into the bladder for a 
guide. This will be of the greatest assistance — greater than distend- 
ing the bladder with fluid. 

I have operated both by a transverse incision across the perineum, 
between the rectum and urethra, and by a median posterior incision, 
and much prefer the latter, or some extension of it. 



Fio. 213,— Van Ditters Incision for Removal of the Seminal Vesicles. 

The perineal incision is very deep, necessarily funnel-shaped, and 
closed at the bottom by the prostate, behind which are the vesicles 
still to be reached. 

Van DittePs incision, as shown in Fig. 213, has great advantages 
in giving room, and is the one to be preferred. The ordinary Kraske, 
no matter how long above, does not give the same access to the parts 
as when supplemented by a curved incision around one side of the 
anus, which allows the anus as well as the rectal pouch to be turned to 
the opposite side and held out of the way. The removal of the last 
sacral vertebra, together with the coccyx, will usually give sufficient 
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room above. The levator ani on one side should be freely divided and 
the operator is down upon the prostate. 

The difficulties of the operation really begin when the search for 
the vesicles is commenced in the bottom of this incision. They must 
not be expected to show as they do in anatomical drawings, but in any 
case in which their removal is indicated, they will generally be so con- 
cealed in a mass of inflammatory deposit as to be scarcely recognizable. 

It is this plastic deposit at which the operator must work, tearing 
it away with the finger or sharp curettte, and removing it in pieces 
vith the forceps, till finally the vesicles are liberated and scraped out. 



PlO. 214.— ZuckerkandTs Incision for Removal of 8emlnal Vesicles, p.. Prostate; V.d. % vas deferens 
Vs., seminal vesicle; B, bladder; Jf, rectum. 

The peritoneum should not be opened, and if opened should bfc 
sutured. Wound of the bladder calls for free drainage of the incision. 

Operation through the Rectum. — Belfield has removed the seminal 
vesicles in two cases by the rectum. In one of these cases he also 
found and removed two small calculi. 

The patient is laid upon the aflFected side, the sphincters are 
stretched, and the rectum is cleansed and plugged high up with iodo- 
form gauze. 

With retractors the rectum is held open and a longitudinal incision, 
half an inch long, is made over the lower end of the distended vesicle. 
The vesicle is then drawn through this incision with an aneurism 
needle and incised or excised as may seem necessary. 
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The operation is named by him spermatocystotomy (Park). 

Injury to the Ureters in Pelvic Operations. — Some of the most bril- 
liant work of the present day is being done in the repair of these by 
no means uncommon injuries, which were formerly supposed to be re- 
lievable only by extirpation of the kidney. The operations are long 
and difficult, the secondary ones much more so than the primary, and 
therefore if an injury to the ureter is discovered at the time it is made 
it should be remedied at once. 





Fjg. 215.— Van Hook's Operation. 

Uretero- Ureterostomy. — There are four recognized varieties of this 
operation: the end-to-end, transverse end-to-end, oblique end-to-end, 
and end-to-side or lateral implantation. The last is perhaps the 
operation of choice. It is known as Van Hook's operation and con- 
sists in ligating the lower end, making a longitudinal incision below 
the ligature and implanting the upper end laterally as in a lateral im- 



Digitized by 



Google 



AFFECTIONS OF THE MALE GENITAX, ORGANS. 397 

plantation of the intestine, fastening the parts with fine silk sutures. 
Longitudinal tears are sutured with fine silk. 

The operation is thus described by Fenger: 

" (1) Ligate the lower portion of the tube one-eighth or one-fourth 
of an inch from the free end. Silk or catgut may be used. Make with 
fine sharp-pointed scissors a longitudinal incision, twice as long as the 
diameter of the ureter, in the wall of the lower end, one-fourth of an 
inch below the ligature (Fig. 215, A). 

"(2) Make an incision with the scissors in the upper portion of 
the ureter, beginning at the open end of the duct and carrying it up 
one-fourth of an inch. This incision insures the patency of the tube. 

"(3) Pass two very small cambric sewing needles armed with one 
thread of sterilized catgut through the wall of the upper end of the 
ureter, one-eighth of an inch from the extremity, from within outward, 
the needles being from one-sixteenth to one-eighth of an inch apart, and 
equidistant from the end of the duct. It will be seen that the loop of 
catgut between the needles firmly grasps the upper end of the ureter. 

" (4) These needles are now carried through the slit in the side of the 
lower end of the ureter into and down the tube for half an inch, where 
they are pushed through the wall of the duct side by side (Fig. 215, B). 

" (5) It will now be seen that the traction upon this catgut loop 
passing through the wall of the ureter will draw the upper fragment of 
the duct into the lower portion. This being done, the ends of the 
loop are tied together securely, and as the catgut will be absorbed in a 
few days, calculi do not form to obstruct the passage of the urine 
(Fig. 215, O). 

" (6) The ureter is now enveloped carefully with peritoneum pro- 
vided that an intraperitoneal operation has been done (Fig. 215, D)." 

When the injury has been so extensive that suturing is impossible, 
the lower end should be tied and the upper transplanted into the blad- 
der through a slight incision and sutured there. A long pair of deli- 
cate forceps passed into the bladder through the urethra may be ser- 
viceable in holding the ureter within the incision in the bladder wall 
while the suturing is being done. 

Secondary operations are the same as the primary ones, but much 
more difficult from the fact that the ureter may be lost in pelvic ad- 
hesions and cicatrices from which it must be dissected out before sutur- 
ing is possible. 

When no communication can be established with the bladder the 
best disposition to be made is to suture the end of the ureter to the' ab- 
dominal incision. 

Implantation into the rectum or colon is hardly justifiable, on ac- 
count of the great probability of ultimate pyelitis from infection. 
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Abbe's anastomosis, 259 
Abscess, classification, 110 
colpotomy for, 129 
deep pelvic, 113 

pelvic diagnosis. 120 
pelvic symptoms, 120 
of pelvirectal space, 113 
ovarian, 118 

pelvic, causing stricture, 123 
curettage for, 126 
hysterectomy for, 127 
in women, 116 
periprostatic, 119 
perirectal, 109 
rectal. 109 
superficial, 110 
vulvar, 164 
Actinomycosis, 119 
Adenomata, 273 
Adeno- papilloma, 276 
Alexander's operation, 384 
Alimentation, rectal, 22 
Aloe speculum, 8 

Anastomosis without resection, 266 
Andrews' rectal sound, 4 
Anorectal syphiloma, 52 
Antisepsis of rectum, 16 

sacral, 814 
Anus, artificial, 234 
Archocele, 212 
Artificial anus, 234 
closure, 248 
resection, 253 
Back- to back anastomosis, 263 
Banks' operation, 251 
Bladder, wounds of, 837 
Bougies, rectal, 4 

for diagnosis, 6 
Cancer, 294 



Cancer, abdomino- perineal operation* 
318 

diagnosis, 297 

external female genitals, 355 

Eraske's operation, 305 

perineal operation, 804 

sacral operation, 322 

symptoms, 297 

treatment, 298 

vaginal operation, 822 
Caruncle of urethra, 365 
Cellulitis, gangrenous, 116 
Cervix uteri, amputation, 875 
hypertrophy, 374 
lacerations, 370 
stricture, 370 
ulceration, 368 
Chancre of rectum, 47 
Chancroids, cause of stricture, 64 

of rectum, 62 

treatment, 66 
Clamp operation for hemorrhoids, 193 
Colostomy, complications, 243 

for fistula, 173 

inguinal, 237 

lumbar, 237 
Colpotomy for abscess, 129 
Condyloma, 49, 271 
Congenital malformations, 26 

treatment, 82 
Constipation, 828 
Cuneo -hysterectomy, 389 
Curettage for pelvic abscess, 126 
Cystocele, 358 
Cystotomy in women, 866 
Cysts, 290 

Czerny-Lembert suture, 257 
Diphtheritic ulceration, 68 
Dupuytren's operation, 249 
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Dysenteric ulceration, 67 
Elephantiasis of vulva, 854 
Emmet's operation for cystocele, 864 

for urethrocele, 866 
Enchondroina, 286 
Enterostomy, 246 
Enterotomy, 246 
Esthiomene, 56 
Exploration, bimanual, 10 

high, 10 
Fecal impaction, 828 

incontinence, 159 
Felizet's operation for recto- vaginal fis- 
tula, 168 
Fibromata, 288 
Fibro- myoma, 296 
Fissure, 70 
Fistula, 141 

blind internal, 148 

complicated forms, 158 

deep, 148 

diagnosis, 145 

due to caries, 161 

fecal, 253 

horseshoe, 151 

incontinence from, 158 

in testino- vaginal, 170 

intestino- vesical, 178 

knife, 155 

recto-intestinal, 174 

recto-labial, 168 

recto-urethral, 171 

recto-uterine, 170 

recto vaginal, 166 

superficial, 141 

treatment, 145 

tuberculous, 144 

varieties, 142 
Foetal inclusions. 291 
Foreign bodies, 842 
Gangrenous cellulitis, 116 
Gonorrheal proctitis, 46 
Gummata, 52 
Halstcd's intestinal anastomosis. 265 

quill suture, 258 
Hegar's colpo-perineorrhaphy, 858 
Hemorrhage from rectum, 17 
Hemorrhoids, 175 

capillary, 182 

clamp operation, 192 

diagnosis, 184 



Hemorrhoids, external cutaneous, 179 
venous, 176 

in children, 185 

injection treatment, 189 

internal, 182 

ligature operation, 187 

operation of excision, 197 

symptoms, 188 
Hernia, rectal, 212 
Herpes at anus, 70 
High irrigation, 80 
Houston's valves, 880 
Hysterectomy, abdominal, 185 

for pelvic abscess, 27 

vaginal, 181 
Impacted faces, 828 
Incontinence of faeces, 158 
Inflammation of rectum, 40 
Intestinal anastomosis, 256 

obstruction, 226 

paralysis, 28 

resection, 256 
Intestine, rupture, 845 
Intestino- vaginal fistula, 170 
Intestino- vesical fistula, 178 
Intussusception, 218 

anatomy, 220 

diagnosis, 226 

prognosis, 225 

strangulation of, 228 

symptoms, 224 

treatment, 228 
Invagination, 220 
Irrigation, 80 
Kelly '8 speculum, 8 
Kemp's rectal irrigator, 80 
Lacerated perineum, 352 

repair of, 356 
Laparotomy for intussusception, 281 
Lateral implantation, 268 
Lembert suture, 257 
Lipoma, 286 
Lupus, 59 

Lymphadenoma, 289 
Malformations, 26 
Maun sell's anastomosis, 282 
Maydl's operation, 244 
Melanotic sarcoma. 288 
Mikulicz's operation, 211 
Mucous patch at anus, 49 
in rectum, 50 
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Myoma, 290 

Myxoma, 288 

Neuralgia, 349 

Operations, general management, 16 

Ovarian abscess, 118 

Ovary, prolapse of, 390 

Paralysis of intestine after operation, 

23 
Pelvic abscess, 113 

causing stricture, 123 
curettage, 126 
hysterectomy for, 127 
Pelvi rectal abscess, 113 
Periproctitis, septic, 114 
Periprostatic abscess, 119 
Peri -rectal abscess, 109 
Post-partum sepsis, 128 
Proctitis, 40 

chronic, 40 

gonorrhoeal, 46 

simple, 40 

specific, 43 
Proctocele, 353 
Prolapse, 199 

acid cauterization, 206 

amputation, 208 

differential diagnosis, 203 

inflamed, 202 

linear cauterization, 207 

Mikulicz's operation, 211 

of all coats of bowel 201 

of mucous membrane, 200 

of urethra, 365 

of ovary, 890 

resection, 209 

sloughing, 205 

treatment, 204 

ventral fixation, 209 
Prostate, cancer of, 392 
Prostatitis, 118 

chronic, 392 
Pruritus ani, 332 

vulvae, 356 
Pyosalpinx. 118 
Rectal abscess. 109 

alimentation, 22 

bougies, 4 

exploration, 9 

hemorrhage, 18 

hernia, 212 

valves, 328 



Recto-intestinal fistula, 174 
Recto-labial fistula, 163 
Recto-urethral fistula, 171 
Recto-uterine fistula, 170 
Recto-vaginal fistula, 166 
Rectum, absence of, 27 

anatomy in male, 309 
in female, 311 

inflammation of, 40 

wounds, 38 
Rizzoli's operation, 38 
Rodent ulcer, 58 
Sanger's operation, 167 
Sarcoma, 289 

melanotic, 288 
Seminal vesicles, inflammation, 893 

removal, 394 
Sepsis, 24 

postpartum, 128 
Septic periproctitis, 114 
Shock, 20 
Sigmoidoscope, 10 
Sims' rectal speculum, 7 
Sodomy, 44 

Spasm of sphincter, 347 
Speculum, 6 

aloe, 8 

Kelly's, 8 

Kelsey's, 7 

Sims', 7 
Sphincter, spasm, 347 
Spina bifida, 292 
Stercoral perforation, 332 
Stimson's vegetable button, 265 
Stoltz's operation for cystocele, 365 
Stricture, 82 

anastomosis around, 102 

cicatricial, 84 

colostomy for, 99 

diagnosis, 96 

dilatation, 97 

due to chancroid, 64 

due to pelvic abscess, 123 

electrolysis for, 99 

examination for, 6, 93 

excision, 99 

from pressure, 82 

incision, 97 

inflammatory, 84 

of anus, operation, 106 

of female urethra, 866 
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Stricture, partial destruction, 99 

pathology, 88 

spasmodic, 82 

symptoms, 90 

syphilitic, 85 

treatment, 96 

tuberculous, 84 

venereal, 85 
'Suture of intestine, 287 
Syphilis, congenital, 54 

of rectum, 47 

tertiary, 51 
Syphilitic stricture, 85 
Syphiloma, anorectal, 52 
Szymanowski's operation, 250 
Tait's operation, 362 
Toxic ulceration, 68 
Tuberculosis of female genitals, 355 

of rectum, 54 
'Tuberculous stricture, 84 

ulceration, 60 
Tumors, 267 

classification, 278 

complex, 290 

villous, 281 
Typhoid ulceration, 68 
Ulceration, classification, 61 

diagnosis, 76 

diphtheritic, 68 

dysenteric, 67 

herpetic, 70 

mercurial, 68 



Ulceration, simple, 68 

symptoms, 75 

toxic, 68 

treatment, 78 

tuberculous, 60 

typhoid, 68 

uraemic, 68 
Uraemic ulceration, 68 
Uretero-ureterostomy, 396 
Ureters, catheterization, 15 

relations, 14 
Urethra, laceration, 340 
Urethrocele, 363 
Urine, retention, 19 
Uterus, malpositions, 378 

prolapse, 378 

retroversion, 868 

vaginal fixation, 388 

ventral fixation, 885 
Valves of rectum, 329 
Van Dittel's operation, 394 
Van Hook's operation, 396 
Vegetations, non-syphilitic, 268 
Villous tumor, 281 
Volvulus, 226 
Vulvar abscess, 164 
Waldo's perineorrhaphy, 860 
Warts, non-syphilitic, 268 
Whitehead's operation, 196 
Wylie's operation, shortening round lig- 
aments, 885 
Zuckerkandl's operation, 395 
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